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Extract Valerian B.P.C. O:2G.'Chioral Hydrate B.P. O-3G. 
in each capsule. Issued in vials of 20 capsules. 


THE ANGLO-FRENCH DRUG CO. LTD. 
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DIAGNOSIS AND TREATMENT OF 
INFECTIONS 
D. GERAINT JAMES 

“*The book’s clarity conveys practical instructions simply 
and intelligibly, and its useful tables summarise much 
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wanting a clear guide to the use of the newer antibi- 
otics, Dr. James’ book comes at a fortunate moment.”’ 

The Lancet. 


244 pages 24 tables 30s. 
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139 pages 26 illustrations 20s. 
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BASIC CARDIOLOGY 
By T. E. GUMPERT 


172 pp., with 72 illustrations. 258., postage 1s. 1d. 


This book will bridge the gap between the detailed 
specialist text-books on the subject and the more 
concentrated and often dull accounts to be found 
in standard text-books of medicine. It is based 
upon lectures, some given to students and others 
to postgraduates, and is intended primarily for 
practitioners with an abiding interest in cardiology. 


THE NURSING OF 
MENTAL DEFECTIVES 
By CHARLES HALLAS 


196 pp., with 9 plates. 21s., postage 1s. 1d. 
Provides an up-to-date text-book which puts for- 
ward methods and ideas which are practicable, but 
. not unreasonable. Although written primarily for 
the nurse, the book will be of help to other workers 
in the field, as well -as to parents of the mental 
defective who wish to care for their child at home. 
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Just published by 
Springer Publishing Co. Inc., New York: 


DRUGS IN CURRENT USE 
1998 


Edited by WALTER MODELL, M.D. 


Associate Professor, Clinical Pharmacology, Cornell 
University Medical College 


On-the-spot information on drugs as you need it in 
private and hospital practice. 

A thousand drugs are presented in A B C order under 
proprietary and official names, with all this: Principal 
pharmacologic characteristics; physical properties, 
absorption; major uses; therapeutic and toxic 
actions; warnings; mode of administration; prepara- 
tions in common use; dosage; available antidotes. 
in addition there are essays on pharmacologic groups, 
with lists of drugs; also therapeutic groups, with 
lists. The metric system is used, with conversion 
tables included for apothecary measures. 


151 pages, flexible binding. 15s. 
Distributed throughout the British ay = ‘ 
INTERSCIENCE puBLISithns, LTD. 
88-90 Chancery Lane London, W.C.2 








The HOLBORN 
MIDWIFERY FORCEPS 


Forged from finest Sheffield Stainiess Steel 





C785 Barnes’ Midwifery Forceps with Simpson's saan -— 


Neville’s axis traction rod, stainless steel 35 06 

C784 Ditto or 9 as above yenmes axis traction, stain 
less steel e008 
C780 Wrigley's sites pattern, 104 i in., insiilees ad. ke ~o ewe 
C786 Haig Fergusson’s with axis traction, stainless steel... 275 0 
C787 (not illustrated) ditto Milne Murray's... wail . 61 6 
ia nes 717 6 


C783 Kielland’s stainless steel 
Abridged catalogue post free on application. 
Inquiries invited for Obstetric Outfits and Instruments in general. 


THE HOLBORN SURGICAL INSTRUMENT Go. Ltd. 


15 Charterhouse Street, Holborn Circus, London, E.C.1 
Tel.: HOLborn 2268 (2 lines) 
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combined in 


For SUB-ACUTE and Chronic dermatoses 
TAR « HYDROCORTISONE 


TARCORTIN _ 


have pronounced advantages over either medicament alone. 


The established germicidal, stimulating and 





CoREA MM 


anti-pruritic properties of tar, in the treatment of sub-acute 
and refractory skin affections, can now 

be considerably enhanced by its incorporation 

with hydrocortisone. 


Clinical trials have shown that the two medicaments together 
exert a powerful synergistic action that is 

far more rapid, more pronounced and complete than the action 
of either alone. These two valuable therapeutic 

agents are presented ina non-greasy, stainless, hydrophilic 
cream, known as TARCORTIN. 


TARCORTIN 
CREAM 

is supplied in 7 erm. and 15 grm. 
tubes, containing 0.5% 


Hydrocortisone in a 
special coal-tar extract. 


STAFFORD-MILLER 


By arrangement with Reed & Carnrick, Jersey City, U.S.A. 
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LIMES D - 


Manufacturing Chemists 


HATFIELD - HERTS 
Literature available 
* on request. 


(Est. 1860) 














RESPENYL 


TRADE MARK 


for the bronchitic 


RESPENYL tablets contain 100 mg. 

guaiacyl glyceryl ether, a highly active 
compound of guaiacol. 

RESPENYL has antiseptic properties, is a potent 
expectorant and liquefies mucus. 

It is indicated whenever it is desired to increase 
expectoration or when the sputum is so viscid 
that it is coughed up with difficulty. 

Infections of the respiratory tract, in particular 
acute and chronic bronchitis, respond effectively 
to | RESPENYL tablet every 2 hours, up to 

6 tablets a day. 

Children should be given 2 to 4 tablets daily 
according to age. 


Literature and samples on request. 
Packings: bottles of 25 and 100 tablets, 
Basic N.H.S. Cost: 3/54 for 25 tablets, 


THE CROOKES LABORATORIES LIMITED - PARK ROYAL - LONDON NWO @ 
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‘WAGISOL!’ 


SUPPOSITABS 


A COMPREHENSIVE ANTIBIOTIC-GERMICIDAL-ENVIRONMENTAL 
APPROACH IN TRICHOMONAL AND ASSOCIATED LEUCORRHOEA 
* Published evidence (1952) of extensive clinical investigations shows that 


comprehensive treatment of Trichomonal vaginitis and associated leucorrhoea 
may produce over 95% cure-rate. 


‘Vagisol’ Suppositabs, 


investigations, are now generally available. 


the tablet-shaped suppositories used throughout the 
They provide not only antibiotic- 


germicidal effects on the Trichomonas parasite and on organisms in supervening 
infections, but also restoration of environmental pH and survival of the desirable 


vaginal flora. 


ACTION 

‘Vagisol’ Suppositabs promptly 
destroy Trichomonas trophozoites 
through their inclusion of phenyl- 
mercuric acetate; the polyvalent 
antibiotic tyrothricin is bactericidal 
to associated bacterial invaders. 
‘Vagisol’ Suppositabs lower 
vaginal pH through the actjon of 
succinic acid; provide lactose as 
a culture medium for Doederlein’s 
bacillus; facilitate pus drainage by 
their content of papain; and 
encourage perfusion of medication 
through provision of a wetting- 
agent, sodium lauryl sulphate. 


@ 


care 


Published work confirms the high 
efficacy of ‘Vagisol’ therapy— 
over 95% cure-rate in significant 
controlled series. 


ADVANTAGES 
‘Vagisol’ Suppositabs are con- 
veniently inserted, easily retained, 
and are entirely non-irritant. 


MODE OF USE 
Average course of treatment is 
1 Suppositab inserted high into 
the vagina night and morning for 
3 weeks, irrespective of menstrua- 
tion. Acid douching unnecessary. 


FORMULA-Each Suppositab: 


Phen — acetate 
C. my 


4 n .O mg. 
Tyrothricin ie ... ©.5 mg. 
Succinic acid ... ... 12.5 mg. 
Papain B.P.C. 25.0 mg. 
Sodium al ‘sulphate 

.P. ‘ 3.0 mg 
Lactose B. m2 q.s. 


PACKS AND PRICES 

Standard: 40’s, 5s. plus Is. 6d. 
P.T. to Pharmacists. Dispensing: 
200’s; 15s., P.T. exempt. 
* Reference. ‘Clinical and Labora- 
tory Evaluation of ‘Vagisol’ in 
Treatment of Trichomonas Vaginalis 
Vaginitis.” West. J. Surg., 60, 563, 
Nov. 1952. 


Abstract reprint and sample on request from Medical Dept. 
A. WANDER LIMITED, 42 Upper Grosvenor Street. London, W.1. 


Phone: GROsvenor 3931 (10 lines) 














EDIATE 


CONTROL OF 


ASTHMA 














— 
%*& NO CONTRA-INDICATIONS 
%* SAFE IN CARDIAC CASES 











Before the underlying cause of asthma can be deter- 


mined the physician invariably looks for an immediate 
measure for controlling the chief lesion BRONCHOSPASM. 


Clinical sample and literature on request 


Complete reliance can be placed on FELSOL—>prescribed for 
years by doctors for its immediate and sustained effect in 
relieving asthma attacks. Non-narcotic and non-cumulative, 


FELSOL is easy to take and gives full relief in perfect safety. 


BRITISH FELSOL COMPANY LTD., 206/212, ST. JOHN STREET, LONDON, E.C.1 
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| CODIS AND SOLUBILITY 





THE GREAT ADVANTAGE of Codis is that it provides a codeine compound 
tablet in which the aspirin content is soluble in water. (The codeine 
constituent is also soluble, and the phenacetin is in very fine suspension.) 

This is achieved by careful compounding and preparation, resulting in 
tablets which are quickly absorbed and well tolerated—even in cases of 
proven intolerance to ordinary (insoluble) aspirin. 

To ensure stability and easy identification, the tablets are wrapped in 
moisture-proof distinctive gold foils of 10 tablets each (dispensing size), 
or boxes containing five foils of 4 tablets each (public size). 


Cc Oo D | Ss... AVAILABLE FOR DISPENSING 


Not advertised to the public 


Composition. 
Each Codis tablet contains: Acid. Acetylsalicyl. B.P. 4 gr., Phenacet. B.P. 4 gr., Codein. Phosph. B.P. 0.125 gr., Cale. Carb. B.P. 1.2 gr., Acid. Cit. B.P. (exsic.) 0.4 gre 
For clinical samples and literature, please write to Reckitt & Sons Ltd., Pharmaceutical Department, Hull 
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The swinging door 





ee e and another sprained thumb 


to treat with Elastoplast Plaster 





An ill-judged approach to a powerfully sprung swing-door can 
be productive of a variety of minor trauma, a sprained thumb or 
finger perhaps being among the more common. 

Elastoplast Plaster is flesh-coloured, made from light-weight 
cloth, and ideal for on-the-spot strapping and retention of 
dressings. It is far more comfortable and more efficient than a 
rigid plaster. 





To strap a dislocated thumb 
one-inch Elastoplast is used, 
applied spica-fashion. 
astoplast ELASTOPLAST: elastic 
onsne aenne adhesive plaster B.P.C. 1” or 
2” x 13/2 yds. stretched and 
1” x §/6 yds. stretched. 


ELASTIC ADHESIVE PLASTER B.P.C 
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The 
Rhythm 
changes... 





Climatone, with its balanced F 
hormonal formula ensures that the 
transition period is as free as possible 
from the physical discomfort 
and emotional disturbance 
that so often accompany the 


menopause. 

















CLIMATONE 


TABLETS 





Each tablet contains: Ethinyl astradiol 0.005 mgm. Methyltestosterone 2.5 mgm. 
Packs: 25 100 500 tablets. 





PAINES & BYRNE LTD., PABYRN LABORATORIES, GREENFORD, MIDDX. 
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When calcium B-P.A.S. a Jniazid 


are indicated for don 'y treatment 


THERAZID 


will provide 
the two drugs together 


as a powder or cachet 


THERAZID is virtually tasteless and easy to take. 
Patients straight from hospital who complain of 
monotony of dosage or of gastro-intestinal upset 
will be happier on THERAZID. 

AVAILABILITY . 


Packets 3G. “Therapas’ 75 mg. isoniazid 
Cachets 1G. “Therapas’ 25 mg. isoniazid 








‘Specialists in tuberculostatic drugs’ 





Literature on request.to: 

SMITH & NEPHEW 
PHARMACEUTICALS LTD. 
WELWYN GARDEN CITY - HERTS. 
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THE LANCET ADVERTISERS’ 


Senokot 


STANDARDIZE D SEN N A 









—and the 
constipated 
child 





A healthy child requires no laxative.. In children whose bowel habits have 


been disturbed it is important, whenever possible, to use re-educative measures 


which restore normal reflexes and permit the discontinuance of treatment. 


Senokot — standardized total senna principles —stimulates peristalsis by a 
mechanism which closely resembles that of normal defzcation (Lancet, 1952, 
1, 655). Its regular administration restores bowel tone, sensitivity and natural 


rhythm and allows dosage to be gradually reduced and finally discontinued. 


Re-training therefore is the aim of Senokot therapy. 


Senokot is entirely British 


BASIC N.H.8S. PRICES RETAIL PRICES Cie & i adeneed ty te pelle 

(Taz free D.P.) (Including Tax) — ‘ - P , 

GRANULES: 2 Ib, 21/- 2 oz, 2/10; 6 oz, 7/9 has no B.P. or N.F. equivalent, and is 
TABLETS: 1,000, 16/- 50, 2/5; 200, 7/3 prescribed under the N.H.S. 


Cost about a halfpenny a dose 
QD wesrminsrer LABORATORIES LTD., CHALCOT ROAD, LONDON, N.W.1 
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By preparing 
the water-soluble so- 
dium salt of chloram- 
phenicol succinic ester 
CARLO ERBA have 
finally solved the the- 
rapeutic problem of 
parenteral (intramuscu- 
lar, intravenous, intra- 
spinal) and topical 
(aerosol, intrabron- 
chial, intrapleural, etc.) 
administration of this 
antibiotic. 


KEMICETINE 


Succinate \ 








cmb er 


The first 
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Rarical 


TRADE MARK 


. s 
iron-calcium tablets 
a unique new compound — 
iron plus calcium in a single molecule 


TOLERATED no stomach upset, constipation 
or diarrhoea 
phosphate-free— no leg cramps 


EFFECTIVE more haemoglobin in less time 
EASY TO TAKE white, uncoated, tasteless tablets 
may be swallowed, chewed, or 
crushed and suspended in fluids 


Each tablet contains: iron: 25mg. calcium: 85mg. 
LITERATURE ON REQUEST 


Ortho Pharmaceutical Limited 
High Wycombe - England 


Ra rical 
MRON-Garcium TABLETS 


Crp, o) 
© PHaRmaceuTICAL ut 
"GM wreomes - anceaM? 
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in cases of fibrositis 





FINALGON, a unique rubefacient, ensures speedy 
relief from pain associated with fibrositis and allied 
conditions. 

The neuro-vascular action of this ointment creates a 
distinct rise in skin temperature and dilatation of the 
deep vessels. 

The feeling of warmth thus produced is prolonged, 
.and the pain recedes rapidly. 

FINALGON is non-staining, and is pleasant to use. A 
special applicator for efficient and economical appli- 
cation, is supplied with every tube. 

Deep Heat — from a tube. 


FINALGON 


Nonylic acid vanillylamide (0.4%) with the 3 butoxyethyl ester of Nicotinic acid (2.5%) 





Manufactured and distributed in the U.K. by Pfizer Ltd., Folkestone, Kent, for 


Cc. H. Boehringer Sohn, Ingelheim am Rhein 


ove Registered Proprietors of the Trade Mark *Regd. Trade Mark 
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Now ts the season... 


of gamps and damp, of ills and chills 
and crowded waiting rooms. 


Now ts the time... 


for ‘S-mez’ — the best and cheapest 
sulphonamide for routine use. 


‘S-MEZ’ 


Trade Mark 


is short for ‘Sulphamezathine’ 


Available as 0.5 gramme tablets, as 
a stable palatable suspension or as 
ampoules of the Sodium Salt. 


. —=s=- 


IMPERIAL CHEMICAL INDUSTRIES LIMITED Pharmaceuticals Division Wilmslow Cheshire 
Ph.790 
12 
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When CIRCULATORY 
IMPAIRMENT 
reduces the tissue 


a | 
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concentration 
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of the B vitamins 


' 
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ee 
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Increase supplies 
with high potency* 


| 


AY 


The wide variation in individual needs 
for vitamins means that it cannot be 
assumed that all patients are adequately 
supplied, even in the absence of signs of 
the classical deficiency diseases. 
Especially among older patients is there 
a risk that restricted diets may not meet 
the raised metabolic needs associated 
with advancing age. If, in addition, 
there is faulty digestion or impaired 
circulation, extra treatment with 

the B complex becomes a necessity. 


hd 
4 
- 


4 


Preparations of two strengths are available: 
BEFORTISS tablets, elixir and ampoules, 
with low concentration. 


BECOVITE tablets, elixir and ampoules, 
with high concentration. 





* BECOVITE B complex 
for intensive therapy. 


Tablets. 2 ml. ampoules 
(Boxes of 3 pairs), Elixir (6 fl. oz. and 40 fi. oz.) 


* BEFORTISS B complex 
- *‘Man Coming Through Doorway’’ by Leslie Thornton, 


for maintenance therapy. A.R.C.A. isthe title of this fascinating study in welded wire 
Tablets. 1 ml. ampo rods. It is reproduced here by kind permission both of the 


(Boxes of 5). Elixir on oz. and 40 fi, oz.) artist and Gimpel Fils, 50 South Molton St.,London,W.t. 


ry] VITAMINS LIMITED (DEPT. B8.) UPPER MALL, LONDON, W.6 
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The esters of NICOTINIC, SALICYLIC and 
p-AMINOBENZOIC acids 
bring relief to cases of 


arthritis and rheumatism 


IN CASES of soft-tissue rheumatism, and arthritic disorders, many 
doctors are tending more and more to regard Transvasin as an 
indispensable adjuvant to treatment. . 

For Transvasin is composed of the esters of nicotinic, salicylic 
and p-aminobenzoic acids. These esters readily pass the skin 
barrier in therapeutic quantities, and so enable an effective con- 
centration of drugs to be built up where they are needed.* 

Transvasin not only induces vasodilation of the skin with a 
superficial erythema, but also brings about a deep hyperaemia 
of the underlying tissues. It is non-irritant and can be safely used 
on delicate skins. 

It is now being widely prescribed, with successful clinical 
results. Since a very small quantity is sufficient for each applica- 
tion, the cost of treatment is extremely low. 





*Therapeutische Umschau 
1952, 8, 143. 









Tetrahydrofurfuryl salicylate 14% 
Ethyl nicotinate 2% 
n-Hexyl nicotinate 2% 
Ethyl p-aminobenzoate 2% 
Water-miscible cream base ad 100% 








Transvasin is available in 1 oz. tubes, basic N.H.S. price in the U.K. 
2/6 plus P.T., and is not advertised to the public. It may be prescribed 


“Thank you, doctor” on FormE.C.10.Samples and literature will be gladly sent on application 


LLOYD-HAMOL LTD 


1l WATERLOO PLACE, LONDON, S.W.1. WHITEHALL 8654/5/6 


Transvasin is the registered trade mark of Lloyd-Hamol Ltd. 
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WObAGUY 
provides milk-alkali ¢ 
therapy without a 


Maintains continuous control 
of gastric acidity 


Until a few years ago, maintained continuous control of gastric 


acidity was impossible without hospitalization and discomfort to 


the patient. 


Then a unique treatment in the form of Nulacin tablets was 
evolved to achieve this desirable state—simply, effectively and 
without attendant disadvantages. In the ensuing period Nulacin 
therapy has been amply tried and proved by numerous clinical 
studies and by therapeutic use in many countries. 


A Nulacin tablet placed in the mouth between the cheek and 
the gum dissolves slowly and releases its contained medicaments 
at a rate that gives continuous neutralization of the acid gastric 
juice. Nulacin accomplishes this without any danger of causing 
alkalosis or other side-effects. The results are comparable with 
those of intragastric milk-alkali drip therapy. 


INDICATIONS: NULACIN tablets are indicated when- 
ever neutralization of the acid gastric contents is required: in 
active and quiescent peptic ulcer, gastritis and other conditions of 
gastric hyperacidity. 

Dosage: Beginning half-an-hour after food, a Nulacin tablet 
should be placed in the mouth between the cheek and the gum 
and allowed to dissolve. 


During the stage of ulcer activity, up to three tablets an hour may 
be required. During quiescent periods, for prophylaxis in peptic 
ulcer and for the relief of discomfort due to gastric =< mpm 
the dose of Nulacin is one or two tablets between meals 


NULACIN tablets are not advertised to the public and have 
no B.P. equivalent. They may be prescribed on E.C.10. The 
dispensing unit of 25 tablets is free of ee, tax. (Basic price 
to N.H.S. .. . 2/-). Also available in tubes of 12. 


NULACIN tablets are prepared from whole milk com- 
bined with dextrins and maltose, and incorporate mag- 
nesium trisilicate 3.5 grs.; magnesium oxide 2.0 grs.; 
calcium carbonate 2.0 grs.; magnesium carbonate 
0.5 grs.; Ol. Menth. Pip. q.s. 


A: 


NULACIN 
























GASTRIC ANALYSIS ye: 
GASTRIC ANALYSIS Superimposed gruel 
Sractional test-meal curves of five cases of duo- 
denal ulcer. 





GASTRIC ANALYSIS 
Gaareie ANALYSIS Same patients as in 
Fig. two. days later, show the strik 
ph effect of sucking Nulacin tablets ( 
an hour). Note the return of acidity is 
Nulacin is discontinued. 


BIBLIOGRAPHY 
Practitioner, 1957, 178: 43 
Practitioner, 1956, 176: 103 
Amer. J. Gastro. 1956, 26: 665 
Brit. Med. J. 1954, 1: 46 


Further references to the literature and full 
information on Nulacin available on request. 
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igher levels 









4 #4 WITH THE NEW IMPROVED PENICILLIN-V 





¢ 


“V-CIL-K’ brand penicillin-V potassium is a new and 
readily soluble form of penicillin-V giving faster and 
higher blood levels. Fasting levels have in fact been 
shown to be even higher than those obtained with 
parenteral penicillin G in the same dosage. 


“V-CIL-K’, the oral penicillin with the parenteral 
penicillin response, is a major advance in penicillin 
therapy. The average dose is 125 mg. four times daily, 
increased in severe infections. The cost is identical with 
that of penicillin-V. 


“V-CIL-K’ is available as tablets of 125 mg. and 250 mg. 











Litty 


ELI LILLY & COMPANY LTD. BASINGSTOKE ENGLAND 
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New Dosulfin’ 


a long-acting 

mixed Sulphonamide 
with the following 
advantages 
















Long dosage intervals 
Undisturbed 4 Undisturbed nights 
Nights ay: 


Low dosage 


Further details on request 





Availability 
Tablets 0.75 g. 


eeie same 


12 and 100 


Syrup 10 


(with measure) 


Bottles 50 mi. 


® Regd. Trade Mark 


Dosulfin consists of 


equal parts of 


Sulphapronytine and Geigy Pharmaceutical Company Ltd. 


Sulphamerazine Manchester 23 PH 121 
17 
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Drinamy 


Each ‘Drinamyl’ tablet contains 5 mg. ‘Dexedrine’ (dexamphetamine 


‘Drinamyl’ is a trade mart 
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anyou see can be helped by Drinamyl 


nyfrelieves both anxiety and depression 





mith Kline & French Laboratories Ltd 


ulphate BPC) and 32 mg. (gr. +) amylobarbitone 
4 
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NACTON 


COMPOUND LS. 499 
































a new, long-acting 
INHIBITOR OF GASTRIC SECRETION 


which, when given orally, reduces gastric secretion 
remarkably, and without side-effects 
in full therapeutic doses 


Nacton promises to be of unusual value in the treatment of 
peptic ulcer. One dose every six hours provides continuous reduction 


of acidity. 
Previously reported as Compound LS. 499 (Brit. med. J., ii, 275, 1957), 


Nacton is now available on National Health Service prescriptions. 


PRESENTATION Tablets each containing 2 mg. of 
(1-methyl-2-pyrrolidyl) methyl benzilate methyl methosulphate. 
Containers of 50, 250 and 1,000 tablets. 


LITERATURE AVAILABLE FROM 


c.L. BENCARD LTD., PARK ROYAL, LONDON, N.W.10 


601 /80/2 
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O|TlLe 
a. 
Midicel 


SULPHAMETHOXYPYRIDAZINE 


























sustained sulphonamide blood-level 


prolonged therapeutic effect 


The new ‘prolonged-action’ sulphonamide, MIDICEL*, main- 
tains full therapeutic effect with only one tablet daily. Thus, the 
patient's comfort and convenience are enhanced and nursing 
care is simplified. 

Comparable in price with other sulphonamides MIDICEL pro- 
vides added advantage without added cost. 

Absorption of MIDICEL is rapid and tissue diffusion is good. 
In the circulation a high proportion of the contained sulphona- 
mide is in the free active form ensuring full therapeutic action. 
Recommended Dosage: in adults an initial loading dose of 1 G 
(in severe infections only, 2 G) followed by 0.5 G daily. In 
children } tablet (0.125 G) for each 20 lb. of bodyweight on the 
first day followed by half this dosage daily. 


Packaging: Tablets of 0.5 G in containers of 12, 100 and 250. 





*Trade Mark 


Parke, Davis HOUNSLOW, MIDDLESEX Tel: HOUnslow 2361 


& COMPANY, LTD., (inc. U.S.A.) 


PO.358 
21 
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Rolicton The NEW Searle 


BRAND oF AMISOMETRADINE Oral Diuretic 








gives continuously effective diuresis 


e on simple b.i.d. dosage © with absolutely minimal gastric upset 
e without developing resistance to its action 
e with no significant risk of potassium depletion 
e and without the toxic hazards of 
carbonic anhydrase inhibitors or mercurials 











“Early in this study it became evident 
thot amisometradine produced a signifi- 
cant diuresis in most patients with heert 
failure, and that gastro-intestinal in- 
tolerance was unusual.”’ 

(1958) Brit. Med. j., 1,9 


Available as 400 mg. tablets 
in bottles of 
20, 100 and 500. 


G. D. Searle & Co. Ltd., 
High Wycombe, Bucks. 
Tel. High Wycombe 1770. 





iMustration of the renal glomerulus as 
revealed by the electron microscope. 





SEARLE 


Rolicton is a Registered Trade Mark 
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Turning 








to the very best advantage 


Medical history has already reserved a special place for 
ACHROMYCIN tetracycline because of its impressive 


therapeutic potency and remarkably broad spectrum. Now. 


with the advent of AcHRomycIn V, the therapeutic merits of 


tetracycline are turned to still greater advantage. Present- 
ing tetracycline in company with sodium metaphosphate. 
Acuromycin V achieves swifter, more efficient, more com- 
plete absorption. As a result, the therapy becomes still more 
secure, without any increase in daily dosage or cost. Cust- 
omary adult dosage is a single capsule (250 mg.) four times 
daily—though this may safely be increased in unusually 


severe conditions. 


ACHROMYCIN’ 


TETRACYCLINE WITH SODIUM METAPHOSPHATE 


Each oral capsule contains AcHromwycin tetracycline 250 mg: Sodium 
Metaphosphate, 380 mg. Bottles of 16, 100 and 1,000. AcHromycin V 
is also available as an orange-flavoured syrup containing in each 5 c.c. 


125 me. of tetracycline activity. Bottles of 2 and 16 fi. oz. 


LEDERLE LABORATORIES DIVISION 


’ 
(yanamid OF GREAT BRITAIN LTD, London. C2 






*REGO. TRADE MARK 
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eo 


Why suspension Chloromycetin Palmitate? e 
@ 











Because the use of an insoluble Palmitate ester 





of Chloromycetin* overcomes the problem 
of administering the bitter-tasting parent 
. antibiotic to children who cannot swallow 
capsules. The palatable suspension evolved 
provides easy and flexible dosage and readily 


permits hydrolysis in the alimentary tract to 





release pure Chloromycetin. With these advan- 
tages Suspension Chloromycetin Palmitate is of 
exceptional value im the treatment of many seri- 


e ous respiratory and gastro-intestinal infections. 
* TRADE MARK 


SUSPENSION GHLOROMYCETIN PALMITATE 


BOTTLES OF 60 ML, 


‘IB: PARKE, DAVIS & COMPANY LTD. (inc. USA.) HOUNSLOW, MIDDX. Tel: Hounslow 2361 
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In the treatment of migraine .. . 


“If ergotamine tartrate 


x by itself is not effective, 
Femergin 
TABLETS 

1 mg. Ergotamine Tartrate B.P. 


it may be more effective when combined 
with caffeine, such as Cafergot tablets 


(ergotamine tartrate 1 mg., caffeine 100 mg. 
AMPOULES 


0.5 mg. Ergotamine Tartrate B.P.ml. or rectal suppositories . . . 


Cafergot If Cafergot tablets 


TABLETS 
1 mg. Ergotamine Tartrate B.P. 
100 mg. Caffeine B.P. 


and rectal suppositories are used 


the initial dose should not exceed 


. 
SUPPOSITORIES 
2 mg. Ergotamine Tartrate B.P. 
100 mg. Caffeine B.P. 
0.25 mg. total alkaloids of belladonna 
100 mg. isobutylallyl barbituric acid 


2 tablets or 1 suppository, 
and the total daily dose should not exceed 


6 tablets or 2 suppositories. 
Dihydroergotamine Some patients develop nausea 


SOLUTION 
2 mg. dihydroergotamine methanesulphonate/ml. 


and vomiting with ergotamine tartrate, 


AMPOULES 
1 me. Ghrgeqerpntemsne methenaenighonstonm. dihydroergotamine methanesulphonate (D.H.E.45) 
is less liable to produce gastric upsets 


but is not so generally effective... .” 


British Encyclopaedia of Medical Practice, 
Interim Supplement No. 181 — October 1957, page 12 


All | BY SANDOZ 


* The original Ergotamine Tartrate B.P. 
(marketed outside the British Isles as Gynergen) 








. - a. 





Sandoz Products Limited 23 Great Castie Street 


London, W.1 
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‘DISTAQUAINE’ 











POTASSIUM PENICILLIN V 


The ideal oral penicillin 


* greater solubility 

* earlier peak blood levels 

* faster absorption 

* higher therapeutic concentration 


Each tablet contains the equivalent of 125 mg. penicillin V acid as potassium salt. 
Basic cost to the N.H.S. of 12 tablets from dispensing pack of 100: 4s. 10d. 


Dosage: One or more tablets, depending upon the severity of the infection, at four-hourly intervals. 


26 

















8 THE LANCET ADVERTISERS’ ANNOUNCEMENTS 22 FEBRUARY 1958 














THE DISTILLERS COMPANY (Biochemicals) LIMITED 
BROADWAY HOUSE, THE BROADWAY, WIMBLEDON, LONDON S.W.19 Tel: Liberty 6600 


1 PHS/ 584 





Owners of the trademark ‘DISTAQUAINE’ 


27 











$311 


i Deltastab-B’ 


THE LANCET 


ADVERTISERS’ ANNOUNCEMENTS 


8 FEBRUARY 1958 





indicated se? 






Boots corticosteroids are 
manufactured from Commonwealth 
raw materials in our new plant 

at Nottingham, the most up-ta- 
date of its kind in 

Europe. A comprehensive range 

js available to meet all 

therapeutic requirements. 








_ Tablets of prednisolone 5 mg. buffered 
with aluminium hydroxide gel and magnesium 
trisilicate. The price of Deltastab-B is 
the same as ordinary prednisolone. 
Supplied in bottles of 30, 100 and 500 tablets. 




































-HrYDROCORTISTAB’ 


(Hydrocortisone) 
. CREAM « LOTION - EYE DROPS 





, HYDROMYCIN 4 

(Hydrocortisone with Neomycin) 

OINTMENT ° EAR EYE DROPS 
EAR EYE OINTMENT 

























‘DELTASTAB’ 


(Prednisolone) 









‘CORTIST AB’ 
(Cortisone Acetate) 


pe, 4 cABLETS * INJECTION * EYE 
Be: DROPS * EYE 0! 
ee 










ao and further information gladly sent —— x 
J J 4 st 
PURE DRUG COMPANY LIMITED 
> 


NOTTINGHAM, ENGLAND 
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MA4735 




















Fo cecamanansesdar 


‘ANSOLYSEN’ 


PENTOLINIUM TARTRATE 


‘Ansolysen’, ohe of the most successful preparations yet 














developed for the treatment of essential hypertension, 
pnieadoasione reliably lowers blood pressure, provides relief from the 
10 mg., 40 mg., and 200 mg. tablets. 
0-5% and 2-5% solutions 

1% and 2°5% solutions with 0°5% ephedrine —_— reverses retinal damage with a consequent improvement in 


distressing symptoms of hypertensive disease, arrests or 


vision, and allows the otherwise incapacitated patient to 


stalin seeercaninst resume a more normal and active life. 
MAY & BAKER LTD 
Detailed information is available on request 


An M&B brand Medical Produc 
WH cc EA eC K& Eee eck eee ddceeeedddeedecceededcccedeeelddeeecddeeeeededeededeeeecccdecdeeedeeeetehe 
DISTRIBUTORS: PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD - DAGENHAM - ENGLAND 
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PRO CTOSE DY L. 


ROUSSEL 


i 


SIIIIT1 
OG isilMnessddacidsieidaaieiee osorce 


Wy 





FOUR ACTIVE PRINCIPLES, with 
anti-inflammatory, ntipruritic, antibacterial, 
analgesic and trophic properties. 


OINTMENT Hydrocortisone ....... 5mg. (0.5%) 
Soframycin........... 10mg. (1.0%) 
Cinchocaine HCl...... 5mg. (0.5%) 


“any 
ttle Mey AE kt oe (1.0%) 


fl Water-miscible vehicle q.s. to 1 Gm. 


SUPPOSITORIES Hydrocortisone.............. 5 mg. 
| a re ey 10 mg. 


Cinchocaine HCl............. 5 mg. 
GOUT «.. o55 on oS dic = oii 10 mg. 
Cocoa butter q.s. for one suppository 


INDICATIONS Treatment of internal and external haemorrhoids 


Complications of haemorrhoids: anal pruritus, 
peri-anal eczema, proctitis, acute fissure 


¢ 
\\ ¢ 
X 

















Following haemorrhoidectomy 


PACKINGS Proctosedyl Ointment: 5G tubes 


Proctosedyl Suppositories : 
Box of 6 suppositories 


\ isthe 
ROUSSEL LABORATORIES LTD., 847, HARROW ROAD, LONDON, N.W.10 — LADbroke 6611 


SMa OE 


GLILILLLLLLLELLLLLLLLLLLLLL LL 
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* Authoritative Opinion 





eae a ete 


* 


Packings: 








y/ROMILAR’ 


dextromethorphan 


Cough Suppressant 


No side-effects 

Maintains its efficiency over long periods 
Does not induce addiction 

Does not prevent expectoration 


Does not alter the consistency of the sputum 


Has no analgesic action 


See Lancet, 1956, i, 563 


‘Romilar’ syrup in bottles of 100 c.c. and 500 c.c. 
‘Romilar’ tablets in packings of 20, 100 and 200 


Also available 
*Romilar’ expectorans syrup in bottles of 100c.c. and 500 c.c. 


ROCHE PRODUCTS LTD., 15 MANCHESTER SQUARE, LONDON, W.1. 
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‘An Anginal Patient— 


but not an invalid!’ 


Successful treatment of angina pectoris should enable the patient 


to recover confidence in his ability to follow his vocation. 





‘PENTOXYLON’ 


can help te achieve this 
happy result 


‘PENTOXYLON’ 


tablets contain 10 mg. P.E.T.N. 
(pentaerythrityl tetranitrate), 

a potent coronary vasodilator, 
and 1 mg. ‘Rauwiloid’, 

an alkaloidal fraction of 
Rauwolfia serpentina. 


‘PENTOXYLON’ 


removes the dread of another 
attack, and increases exercise 
tolerance. The need for 
nitroglycerin is greatly reduced 
when ‘Pentoxylon’ is used 
prophylactically, and in 
hypertensive patients 

there is a reduction in 

blood pressure. 


DOSAGE: 1 or 2 tablets four times daily 
before meals. 


PACKS: Bottles of 25, 100 and 500 tablets. 


PENTOXYLON 


( RIKER ) * Pentoxylon’ and ‘Rauwiloid’ are registered trade marks. Regd. Users: 
RIKER LABORATORIES LIMITED - LOUGHBOROUGH . LEICS. 











32 





22 FEBRUARY 1958 











THE LANCET ADVERTISERS’ ANNOUNCEMENTS 22 FEBRUARY 1958 





today’s new 
MASTER PLAN 


we against 






migraine 


The prescribing of ‘ Migril’ makes possible at last a planned 
attack upon the three predominant symptoms of migraine. 
Ergotamine is present at strength in ‘ Migril’ for its specific 


Each tablet contains effect upon the characteristic headache and ocular disturbances. 

ergotamine tartrate 2 mgm. ;~ 
caffeine (alkaloid) 100 mgm. ; 
cyclizine hydrochloride 50 mgm. 

In bottles of 10 and 100 and vomiting on its own account and can therefore worsen 


Caffeine is present too, since it acts as a synergist to ergota- 


mine. Frequently, however, ergotamine tends to evoke nausea 


these aspects of the condition. For this reason, the potent, 
rapidly acting anti*emetic cyclizine is also included in 
‘ Migril ’—to overcome any tendency to nausea or vomiting, 
whether caused by the ergotamine or by the condition itself. 
And so successfully does cyclizine achieve this aim that truly 
effective oral doses of ergotamine can today be given—by 


means of ‘ Migril’. 


& 


BURROUGHS WELLCOME & CO., LONDON 


THE WELLCOME FOUNDATION LTD. 
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THE MOST POTENT VITAMIN 


B,, is the most potent vitamin of all. 
Its effective dose is measured not 

in thousandths, but in millionths 

of one gram. Just 100 micrograms of 
B,,, injected regularly as 
maintenance therapy, enables the 
patient with pernicious anaemia to 
lead a normal life. An even smaller 
amount, taken as liquid or tablets, 
exerts the well known tonic effect. 
The effectiveness of vitamin 

B,, as a tonic is confirmed by 

the most telling evidence of all— 
experience in practice. Hundreds of 
doctors know the many occasions 
when B,, has relieved debility 
symptoms, shortened convalescence, 
improved the nutritional status of 
the chronic ill and elderly, bestowed 
a buoyant feeling of well-being and 
restored appetite, thereby turning 
sub-normal weight gain into steady 
weight progress. Few tonics show 
so consistently such successful 
results. But then few tonics contain 
nothing but B,,—the most potent 
vitamin of all. It is made by Glaxo 
Laboratories, first to isolate the 
vitamin in Great Britain, after years 
of study and research. 


CYTACON the B,, tonic 


Trade Mark 


— 





GLAXO LABORATORIES LTD., 
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SPINAL ANA:STHESIA 
THE PRESENT POSITION* 


NORMAN C. LAKE 
M.D., M.S., D.Sc. Lond., F.R.C.S. 
HONORARY CONSULTING SURGEON, CHARING CROSS HOSPITAL, LONDON 


In the seventy years since Corning of New York 
first used spinal anesthesia in a patient, the method has 
had its periods of waxing and waning popularity. In 
some centres it has always been, and remains, relatively 
acceptable, while in others it is never used or even 
considered. There can be no doubt, however, that in this 
country spinal anesthesia is now rather out of favour; 
this is confirmed by the diminished sales of such anzs- 
thetics which the manufacturers report. I think the 
reasons for this are fairly obvious; in the forefront is the 
widespread attention which has been drawn to certain 
particularly tragic results in the way of permanent 
paraplegias, but there have been other factors too. 
There is, for instance, the comparatively recent intro- 
duction of the paralysant, the hypotensive, and the 
hypothermic drugs as adjuvants to general anzsthetics; 
nor must it be overlooked that the development of slow 
operative methods by surgeons makes spinal anzsthesia, 
with its limited duration, less suitable. The continuous 
or fractional techniques by which it is sought to circum- 
vent this shortcoming are of necessity associated with 
additional risks which I do not feel are justified. Finally, 
few anzsthetists, and still fewer surgeons, seem suffici- 
ently interested in the possibilities of this form of anzs- 
thesia to acquire the special technique, or to adopt the 
psychological atmosphere essential to success. 

The conclusions here reached are based on a personal 
experience of well over 2000 administrations. The great 
majority of these have been high spinals for upper 
abdominal operations, given by a method published nearly 
twenty years ago (Lake 1938); it is particularly with these 
that I deal now. 

Risks 

In considering the risks of any form of anzsthesia, a 
distinction must be made between what may be called the 
accidents of administration, or errors of technique, and 
the inherent hazards of the method concerned. For 
instance, there are reports of cases where with local 
anzsthesia the injection of a wrong-strength solution 
caused death, where a rectal injection of the wrong anzs- 
thetic material led to a fatal gangrenous proctitis, where 
raw chloroform was introduced into the trachea owing 
to a mistaken connection of tubes, where intra-arterial 
injections of anzsthetics caused gangrene of a limb, and 
so on. Such accidents are paralleled in spinal anesthesia 
by the cases where solutions containing adrenaline or 
of high alcohol content were injected intrathecally; 
in a recent case it was accepted in. Court that phenol 
had got into the ampoules, and there are proved cases 
where microbial infection has been introduced. 

These, however, are all errors of technique and are not 
valid as evidence against any particular form of anzs- 
thesia. After excluding them we are left with the basic 
mortality and morbidity, in which general and spinal 
anesthesia should be comparable. Unfortunately, it is 





4 Paper read at Charing Cross Hospital to the surgical section of the 
Royal Society of Medicine. 


7017 


not easy to collect large numbers of strictly comparable 
cases ; nevertheless it is at least a pointer that the Registrar 
General’s report for the years 1950-52 (chosen because 
they cover the period before the recent slump in spinal 
anzsthesia) gives the rather startling figure of 1874 
deaths attributed to anesthetics; in 1799 of these the 
anzsthetic responsible was stated. Of this number, 
1770 were general and 29 local or spinal anzsthetics. 
It is surprising, and chastening, to find that in no less 
than 208 cases thiopentone was the sole anzsthetic used, 
so that even so simple a form of general anzsthesia is 
associated with a considerable risk to life. Although 
these figures give no grounds for complacency, they do 
not help our comparison because we do not know the 
relative numbers of general and spinal anesthetics given. 
Failing incontrovertible statistical demonstration of the 
risk to life, one must fall back on personal experience. 
It may seem audacious to say that in the series of spinal 
anesthetics mentioned above there have been no deaths 
attributable to the anzsthetic, for the very mext case 
may upset these figures. I cannot, however, in the face 
of this experience, bring myself to believe that the risk 
‘to life is greater than that of general anesthesia, if indeed 
it is as great. 


Morbidity 

Of course mortality is not the only criterion by which 
anzsthesia should be judged; there is also the question 
of subsequent morbidity, temporary or permanent. On 
the credit side for general anzsthesia, permanent 
morbidity is rare, though there are reports of lung 
damage from inspired material, of toxic effects on the 
liver and kidneys, and of cerebral damage associated 
with cardiac arrest (a condition I have not come across 
with spinal anzsthesia). Some temporary morbidity 
following general anesthesia is, however, not uncommon; 
the laryngotracheitis, which often makes the patients 
complain that it is worse than the operation itself, may 
last for a considerable period; temporary pulmonary 
collapse with the possibility of an added infection may 
cause anxiety; venous thrombosis and cellulitis from 
extravenous injection or leakage can be both troublesome 
and protracted; and there are other less important 
sequel. 

On the other hand the morbidity associated with spinal 
anesthesia must be fully recognised. Pulmonary com- 
plications, though not common, are by no means unknown. 
The headache that follows spinal anesthesia is, however, 
the commonest aftermath; it rarely lasts for more than 
a day or two, and with proper posturing and suitable 
drug control both its incidence and its severity are largely 
overcome. Very rarely indeed is it more persistent; 
one patient in this series told me that he was not entirely 
free from a tendency to headache until three months 
after the operation, but this is exceptional. External- 
rectus palsy of more than twenty-four hours’ duration 
has been noted in 6 cases. In only 2 of these did it last 
longer than a week, and even then only when the patient 
was tired; in both it cleared completely in two to three 
months. With high spinal anesthesia, urinary difficulty 
is probably no commoner than with general anesthesia, 
but with low spinals temporary trouble is occasionally seen. 

The most serious complication is of course paraplegia 
or a more localised motor paralysis. So tragic are the 
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results of a paraplegia that, though it must be an extremely 
rare sequel, it weights the scales unduly against spinal 
anesthesia. The numerical incidence remains unknown; 
there has been no case of paraplegia in the whole of 
this series. 

One patient who was given a spinal anesthetic many years 
ago complains of a feeling of weakness in the legs, but, as she 
has no neurological signs and is a neurotic who has had a total 
colectomy for ulcerative colitis, it seems unlikely that the 
weakness is related to the anesthetic. In a patient who had had 
a gastrectomy, some wasting and paralysis of certain shoulder 
muscles noted after the operation were attributed by a neuro- 
logist to the spinal anesthetic, but subsequently the man’s 
doctor came across some old notes made before the operation 
in which these signs had already been described. 


When dealing with a lesion of unknown aetiology, 
neurologists undoubtedly tend to attribute it to any 
spinal anesthetic which may have been given. I cannot 
speak from personal experience of paraplegia due to 
spinal anesthesia, but many cases have been recorded in 
which the evidence seems incontrovertible. If we exclude 
those in which accidentally the wrong, or a contaminated 
fluid has been injected, there remain others where the 
technique was apparently perfect. Three main hypo- 
theses are advanced to account for the’ condition: 
(1) that it is a direct toxic effect of the drug upon the 
neurones of the cord (Lundy et al. 1933); (2) that it is 
due to an adhesive arachnoiditis set up by the irritative 
properties of the anesthetic; or (3) that it is a virus 
infection. 

The first of these can probably be dismissed, since 
there is a good deal of clinical evidence that the anzs- 
thetic acts on the fine nerve-roots and not on the cord 
itself. The experimental evidence of a direct effect on 
the cord was obtained from work on animals that have 
little cerebrospinal fluid (C.s.F.) around the cord, using 
much stronger concentrations of drugs than are ever 
given clinically. It is well known that it is hard to avoid 
paraplegia in certain animals even with simple lumbar 
puncture. The fact that some of the reported cases arose 
together (i.e., in the same operating session, or in a very 
limited period of time) has suggested a virus infection. 
No causative virus has been demonstrated, but it is 
worthy of note that as far back as 1909 Sir Victor Horsley 
reported 21 cases in which there was paraplegia of 
spontaneous onset, due to what was then called meningitis 
serosa circumscripta but is almost certainly the same 
condition as has been found after spinal anesthesia 
and called adhesive arachnoiditis. Horsley propounded 
a virus origin because one of his cases followed an attack 
of herpes zoster. 

The explanation most commonly advanced nowadays 
is that the adhesive arachnoiditis is due to the direct 
irritative effect of the injection, and it is alleged that this 
is commoner after cinchocaine (‘ Nupercaine’) than 
other anesthetic drugs, possibly because of its pH or 
hypotonicity or hypertonicity (Thorsen 1947). The 
difficulty in accepting this suggestion is that if the solu- 
tions are indeed so irritant it is surprising that only a 
very minute percentage of patients show any signs of 
meningism; and with meningeal irritation one would 
expect an increased C.s.F. pressure, whereas it is well 
established that-after spinal anesthesia the C.s.F. pressure 
is low for a time—indeed the headache is attributed to 
this, and is certainly made worse by anything (e.g., 
lumbar puncture or drugs) which lowers it still more. 


Horsley (1909) showed that the condition, whatever 
the cause, can arise spontaneously. 

Many years ago I failed to achieve a satisfactory spinal tap: 
although I felt the needle penetrate the dura only a drop or 
two of fluid could be obtained—a so-called “ dry tap”. Spinal 
anesthesia was therefore abandoned, and the patient was given 
a general anesthetic under which he succumbed. At necropsy 
the reason for the failure was shown to be an unsuspected 
meningitis serosa circumscripta. 


And so, unhappily, we are compelled to leave unsolved 
the question of paraplegia. I feel, however, that in some 
of the cases the cord itself may have been punctured, 
either because its termination was unusually low, as it 
invariably is in children and patients with spina bifida 
(which may be occult), or because of a miscount of the 
lumbar spinal processes, the topography of which may 
at times be quite difficult to determine in obese patients. 
For this reason, although most of the injections in this 
series have been given between the 2nd and 3rd lumbar 
spines I now advise that punctures should not be made 
higher than the 3rd or 4th lumbar spine. While recognis- 
ing how tragic paraplegia is let us not fose all sense of 
proportion; after all, patients die under general anzs- 
thesia, but that is no reason for abandoning it. 


Advantages 

What then is to be said to the credit of spinal anes- 
thesia? By means of a single injection we achieve not 
only anzsthesia but at the same time relaxation and 
hypotension. Having spent many years trying to combat 
the widely accepted idea that the controlled hypotension 
of spinal anzsthesia was harmful, I now find it difficult 
to enthuse over the various methods by which hypo- 
tension is achieved supplementary to general anzs- 
thesia. In some clinics the patient has actually been 
bled at the beginning of an operation and the stored blood 
returned at the end; surely it is better to store the blood 
in the patient’s own vascular system. 

The relaxation achieved in spinal anzsthesia is, in my 
opinion, more satisfactory than that which the relaxant 
drugs give. It is complete and not subject to variation, 
while at the same time the muscles outside the zone of 
action retain their activity and tone. This later point is 
important as Beecher and Todd (1955) showed. In a 
large series of comparable cases collected from various 
clinics, they found that relaxants considerably increased 
the overall anzsthetic mortality, and they suggested 
reasons for this, one of which was the fact that all 
voluntary muscles are relaxed regardless of the limits of 
the operative zone. As all surgeons know, modern 
anzsthetic techniques combined with relaxants are apt 
to produce some increased bleeding unless hypotensive 
drugs are used as well; at times this can be more than a 
nuisance. A further advantage of spinal anzsthesia that 
the abdominal operator appreciates is that the bowel 
remains actively contracted, though this does not in 
any way interfere with the stitching when making an 
anastomosis. 

There remains to be considered the psychological 
aspect; and this concerns not only the patient but also the 
surgeon and anesthetist, for successful spinal anzsthesia 
demands correct handling of the patient’s fears and mis- 
givings and a strict mental discipline for all those in the 
operating-theatre. For some nervous and unstable people 
this form of anesthesia is obviously unsuitable; it would 
be cruel to expect them to submit. But, for the majority, 
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Fig. 1—General arrangement of apparatus and injection of hypobaric coloured patation. To 
demonstrate effect more clearly only small amount of solution is use 





Fig. 2—When injection is made very stout. solution travels up as discrete stream and collects 


in vicinity of highest point. Only 
once they are convinced by the start of the operation 
that they will feel nothing, the method has great merit. 
I have known many patients fall asleep during an opera- 
tion under the influence of.the small preoperative injection 
probably enhanced by the fall of blood-pressure. 


Method 


Since it is conceivable that some of the drawbacks 
mentioned may be related to the particular method used, 
a very brief description is necessary of the technique 
in this series for high anzsthesia—i.e., up to the 2nd 
thoracic level. 


In the majority of cases the solution has been either 1/1500 
or 1/1000 spinal cinchocaine, the latter strength giving a little 
longer anesthesia (up to about one and a half hours in the 
upper abdomen) but the technique being otherwise the same. 
Simple premedication is given with morphine and atropine 
about twenty minutes and ephedrine gr. */, ten minutes before 
the lumbar puncture ; scopolamine is apt to make older 
patients uncooperative. The patient lies face downwards on 
the table, and by a suitable arrangement of pillows the 7th 
dorsal spinous process is brought to 
the highest point of the curve of the 
spine. The injection is made in the 
midline at the spinous interspace 
3/4 lumbar. With a fine hypodermic 
needle the skin and interspinous 
ligament are anzsthetised with the 
same solution (the ampoules contain 
20 ml., so there is plenty to spare). 
For many reasons which there is no 
need to elaborate I think this prelim- 
inary injection is essential. The fine 
short-bevel spinal needle (a lateral 
aperture is an inessential refinement) 
is introduced vertically to the sur- 
face slowly and deliberately until the 
dura is felt to be penetrated and 
C.S.F. starts to flow. The needle is 
now advanced a very slight amount 
more to make sure that its orifice 
is completely within the dura, 
and if there is a lateral aperture 
this is turned cephalad. The 
flow of cC.s.F. should be 
but nevertheless quite certain; in 


w 


ut 2 mi. had been injected when photograph was taken. 


Fig. 3—Even after several minutes 


slow Fig. 4—When injection is made rapid! e is 
‘ost. Much more fluid had been inyeseed oe in ee illustrations, yet concentration 


at highest point is less. 


any case of doubt the patient may 
be asked to cough or the jugular 
vein may be compressed in the 
neck. After a few drops have thus 
escaped, a syringe containing the 
warmed cinchocaine is attached care- 
fully without disturbing the needle 
and the injection made very slowly 
indeed. The amount varies with the 
size of the patient and the nature 
of the operation; a gastrectomy in a 
large man will need about 9-5-10 ml., 
while for a small woman 7 ml. will 
be sufficient. About two minutes 
should be taken over the injection of 
these quantities; when it is complete 
the needle remains in situ for a 
further half minute before with- 
drawal. The patient is kept in the 
same position for ten minutes and is 
then turned gently on to his back and 
the table given a 4—5° head-down tilt. 
The operation can be immediately 
started with confidence; for the 
surgeon’s assurance a towel clip may 
be surreptitiously applied to the skin 
of the upper abdomen, and at the same time he may note that 
the underlying muscles are flaccid by observing the ineffectual 
attempts of the patient to cough when requested. In particular 
the patient’s faith should not be undermined by asking him if 
he -can feel, for it must be realised that he remains just as 
conscious of his anzsthetised abdominal wall as the patient 
after amputation does of his phantom limb. 

Such an administration gives anesthesia which extends 
from about T2 to L3, and for the upper abdomen lasts 
for one and a quarter to one and a half hours. It does not, 
however, block the vagal or phrenic sensory supply. The 
vagus subserves the special sense of nausea, rather than 
true pain, which tends to be aroused when traction 
is applied to the stomach. For the most part the nausea 
can be abolished by a circumcsophageal injection of 
anzsthetic when the abdomen is opened. Phrenic pain, 
referred to the left shoulder, is likely to be caused only 
if there is incautious swabbing under the dome of the 
diaphragm; suction should be used here and the patient 
warned that he may feel a little aching over the shoulder. 
I have never found this to be a serious drawback. 
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Demonstration 

The distribution of the solution in the theca by this 
method can be most convincingly demonstrated by the 
use of a polyethylene tube bent to the usual curvature 
of the spine (fig. 1). The tube, like the dura, is closed at 
its lower end, while at the head end is a small rubber 
balloon to represent the capacity of the cranial cisterns. 
The tube is filled with water; the solution injected is 
water that has been rendered slightly lighter (hypobaric) 
by the addition of a very small amount of alcohol and 
coloured with a suitable dye (eosin). If this solution is 
injected slowly at a level corresponding to 13/4 it will be 
seen to travel up as a localised stream on the dorsal 
aspect of the tube to a point somewhat beyond the 
highest point of the curve (fig. 2). In the demonstration 
the amount injected is much less (2 to 3 ml.) than the 
volume of anzsthetic used in practice. For many minutes 
this stream remains discrete; it diffuses only slowly into 
the surrounding fluid (fig. 3). If, on the other hand, the 
solution be injected rapidly, turbulence at the needle- 
point produces immediate mixing with the water in the 
tube, with great dilution of the solution and loss of 
localisation (fig. 4). 

In the actual spinal theca the presence of the cord, the 
nerve-roots, and the dentate ligaments obviously tends to 
divide the space into anterior and posterior compart- 
ments and to enhance this localising effect. The fact that 
the stream remains discrete is very important to this 
particular technique, because the anesthetic solution 
used is in great dilution (1/1500) to start with, and if 
immediately further diluted by admixture with a large 
amount of C.s.F. it will of necessity lose a lot of its anzs- 
thetic power. Some of the few failures reported may 
well be due to this effect. 

The chief physical forces concerned are two: displace- 
ment and gravity. The capacity of the spinal theca to 
accommodate any extra fluid is very slight, and, as the 
lower end is a cul-de-sac, when an injection is made 
fluid must be displaced towards the head, where it is 
accommodated in the intracranial cisterns. Gravitational 
forces are responsible for determining that it is the lighter 
injected fluid which shall be displaced rather than the 
C.S.F., and that it shall travel up the posterior compart- 
ment of the theca as a discrete stream. Later diffusion, 
pulsation, and other minor forces play a small part in the 
further distribution of the fluid. 

Indications 

Spinal anesthesia is not suitable for the extremely ill 
or shocked patient, or, in my opinion, for the very old 
patient with a rigid vascular system or for patients with 
severe hypertension; none of these stand the fall of blood- 
pressure well. It is clearly not available for long opera- 
tions lasting several hours, but there is nevertheless a 
wide range of operations in which its ability to afford the 
surgeon anesthesia, relaxation, and hypotension by a 
single injection makes it an ideal method. 

I should like, therefore, to recommend a renewed interest 
in spinal anesthesia for suitable cases; like all other anzs- 
thetic techniques it has its risks, but it also has great merits 
which are plain to see unless one is unduly biased. 
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RESPIRATORY insufficiency exists when gas exchange 
between the lungs and the blood falls below that between 
the tissues and the blood. Thanks to the work of Lassen 
(1953) and his colleagues in Copenhagen, and to other 
pioneers, the management of severe respiratory insuffi- 
ciency in poliomyelitis complicated by bulbar palsy is 
now well established, and the mortality has been lowered 
to 20%. 

We believe that there is a similar problem of respiratory 
insufficiency in the unconscious patient with a severe 
head injury, and that anoxia is the main cause of death 
in patients who survive the accident but die at a later 
stage. 

It is true that the onset of pulmonary infections or 
cedema has been noted as contributing to death after a few 
days, and that, in the past, tracheotomy has been advocated 
as a method of dealing with chest complications at a late 
stage; but, in our opinion, respiratory insufficiency 
exists from the time of the accident in the unconscious 
patient, and, if it is tackled early, pulmonary complica- 
tions will be avoided and the mortality notably reduced. 

Many authorities have assumed that the condition 
following a severe head injury depends probably on a 
combination of vascular upset, physiological neuronal 
injury, and organic neuronal injury, and that it may be 
rapidly changed by the development of such complications 
as cerebral cedema. We believe that, whatever the actual 
picture (unless the patient is killed outright), provided 
the brain can be given an adequate supply of oxygen from 
the beginning and the chest complications dealt with 
early, many patients can overcome the initial injury 
and local primary cedema following lacerations and 
contusions and will survive to make a good physical and 
mental recovery. In other words, if the brain-stem can 
still function, the essential centres can keep life going, 
the onset of a secondary anoxic oedema can be prevented, 
and even severe intracerebral damage can be overcome; 
and damaged neurones, if receiving an adequate oxygen 
supply, can in many cases recover normal function. 

The combination of coma, hyperpyrexia, and decere- 
brate rigidity, which precedes death in these cases of 
severe injury, is similar to that following asphyxia without 
any associated trauma, and we believe that cerebral 
cedema is essentially caused by anoxia, secondary to 
respiratory difficulties. The ultimate success or degree 
of permanent damage, in our view, depends on the degree 
and duration of the associated anoxia. Nerve centres have 
already been damaged by the intracranial lesion, the 
cerebral circulation and respiration are impaired, and 
events, unless rapidly checked, move quickly so that one 
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form of anoxia is superimposed on another, exerting 
their combined action on already susceptible nervous 
tissue. 

During the past few years we have noted the following 
significant factors: 

At necropsy many patients dying from severe head injuries 
at an early stage after the accident have vomit and blood-clot 
in the bronchi and bronchioles, and early changes in the 
alveoli are present histologically, even where clinically there 
were no chest signs of any significance. 

Radiographs of the chest may show partial or total collapse 
of a lung at an early stage. 

Subendocardial hemorrhages are commonly present in the 
heart over the Bundle of His, suggesting a significant degree of 
anoxia. 

When patients with head injuries complicated by brain-stem 
injury or compression have been taken to the operating-theatre, 
have been intubated, have had their lungs sucked out, and 
have been given enough oxygen for the purpose of operation, 
there has been a dramatic improvement in the pulse-rate, 
respiratory rate, colour, and general condition; but this has 
not been maintained once the tube has been taken out. 


Physiology of Respiration and Respiratory Failure 

The rates of replacemént of pulmonary capillary blood 
and alveolar air are determined respectively by the body’s 
metabolic demand for cardiac output and by the respira- 
tory-control mechanisms which are also geared largely 
to the level of body metabolism. Metabolism exerts its 
control mainly by carbon-dioxide production and the 
associated levels of CO, tension and pH. 

Alveolar ventilation is usually so precisely regulated 
that alveolar (and arterial) CO, tension seldom deviates 
from 38+3 mm. Hg (sea-level value) and the arterial 
blood pH is 7:40+0-05. When control centres are 
depressed by sedative drugs, anesthesia, or disease such 
as bulbar poliomyelitis, the fine control of ventilation is 
lost and respiratory acidosis evolves. As anoxia develops, 
the oxygen chemoreceptors in carotid and aortic bodies 
take over the respiratory drive. In sudden respiratory 
failure, metabolic and circulatory events happen with 
extreme rapidity, death ensuing within as little time as 
three minutes, because there are essentially no stores of 
oxygen in the body. Faced with developing anoxia and 
asphyxial acidosis, the heart responds first with increased 
force of contraction, probably because of adrenal dis- 
charges ; then, as myocardial anoxia ensues, the cardiac 
output and blood-pressure rapidly fail and death follows 
unless drastic means are at hand to restore oxygen and 
contractibility to the heart. 

In severe head injuries the same picture presents. In 
many cases severe damage to the pons, medulla, and 
hypothalamic areas are produced by distortion and 
impaction of the brain as the result of linear movement, 
rotation, acceleration, and contrecoup damage within the 
skull, thus seriously depressing the respiratory-centre 
control by direct injury or by interference with the 
vascular supply of the essential centres. In addition, 
owing to damage to the vagal nuclei, as happens also in 
bulbar poliomyelitis, the control of the larynx and pharynx 
becomes disorganised in many cases, thus allowing exuda- 
tion and secretion to pour down into the bronchial tree. 


Mechanics of Breathing 
The passive components of mechanical behaviour of 
the respiratory pump are resistance and compliance. 
Resistance consists essentially in pressure-loss due to the 
flow of gas through the tubular respiratory passages. In severe 


head injuries the patient is deeply unconscious and is often 
carried face upwards ; this causes mechanical obstruction of 
the airway. He is often, in addition, bleeding from the nose 
or nasopharyngeal area, and may have cerebrospinal fluid 
pouring into the pharyngeal area from a fracture involving the 
anterior fossa of the skull. Stimulation of the vomiting centre 
by the injury or by early anoxia often causes vomiting. Solid 
vomit (if the patient has recently had a meal), acid gastric 
contents, blood (both fluid and clotted), and cerebrospinal 
fluid may thus easily find their way into the bronchial tree, 
particularly as laryngeal and pharyngeal control is disorganised 
and the cough reflex often abolished. This will lead to 
further increase in resistance by blocking of the trachea or 
bronchi. 

Compliance is an expression of quasi-static relationship 
pertaining particularly to elastic tissues and surface tension of 
respiratory surfaces. The dimensions of compliance are change 
of lung volume per unit change of “ static ” pressure difference 
between the inner and outer surface of the lungs. Blockage of 
the bronchial tree, as described, with the onset of partial or 
total collapse, will make the lung less compliant and thus less 
distensible. In addition, if the bronchioles are obstructed, 
a negative pressure is produced in the alveoli, causing exudate 
of fluid and pulmonary oedema, and thus again lowering the 
distensibility of the lungs. Interference with the hypothalamic 
area by injury may also, by an alteration of sympathetic and 
parasympathetic balance, produce a so-called pulmonary 
cedema. Compliance is also affected by the irritation produced 
by inhaled blood, acid ‘stomach contents, solid vomit, and 
cerebrospinal fluid, which rapidly produce changes in the 
alveolar epithelium itself. The walls of the alveoli become 
swollen and cedematous and are rapidly covered by a layer of 
fibrinous exudate. These local factors in the chest interfere 
with the Hering-Breuer reflex leading to further inadequate 
respiratory effort. 

If the local factors are not dealt with quickly, secondary 
lung involvement will follow, with infection and death 
rapidly supervening. The combined central and local 
factors rapidly produce severe anoxia, and unless this is 
immediately tackled, cerebral tissue is permanently 
damaged, with secondary cerebral cedema due to anoxia 
and stagnation, and the patient’s chance of recovery is 
hindered or completely lost. 


Treatment 


We believe that if adequate oxygenation can be main- 
tained by dealing with these local and central factors, 
even the most severely injured patients may survive; and 
since we have carried out treatment along these lines 
our mortality has been lowered from 90% to 40%. In 
our opinion, it can be lowered even further by improve- 
ment in technique. 

The whole aim of treatment is to regard these respira- 
tory factors as vital in immediate treatment of a severe 
head injury to prevent anoxia and lung damage. There 
are two main needs, besides any neurosurgical interven- 
tion: (1) the patient must have full oxygenation, and 
(2) the chest must be kept clear of infection to allow 
oxygenation to take place. The two obvious means at 
our disposal—namely, oxygen administration and anti- 
biotic cover—were proved inadequate by the number of 
patients who died of anoxia and severe chest infection. 
Many of these had marked changes in the lungs. Clot 
and vomit lay in the bronchi and bronchioles and, at 
necropsy, obvious changes in the alveoli had already 
taken place. 

Next, we placed our patients in the “ tonsil position ” 
or prone, and sucked out the pharynx; but this by itself 
was unsatisfactory. We then considered the use of endo- 
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tracheal tubes. As a short-term emergency measure this 
was quite satisfactory, provided the airway could be kept 
clear by suction; but there is a danger of increasing 
resistance by using a catheter for suction through an 
endotracheal tube. A cuffed tube prevents the drainage 
of exudate from the disorganised larynx or pharynx. As 
a long-term measure there are certain disadvantages in 
the use of endotracheal tubes, for they are liable to cause 
laryngeal cedema and actual necrosis if retained longer than 
twenty-four hours, and in addition a dead column of air 
persists in the bronchial tree. 


The Question of Tracheotomy 


We were led now to consider tracheotomy as a more 
effective means of maintaining an airway, providing ease 
of suction, and doing away with a dead column of air 
which, because of inadequate respiratory excursion, 
prevents oxygenation of the lungs. 


To begin with, we limited ourselves to patients who 
had obvious clinical signs and symptoms of fluid in the 
chest which could not be cleared by suction via the 
mouth and larynx by means of a catheter and who showed 
signs of anoxia. The results were not wholly satisfactory. 
The fluid was easily and frequently sucked out and some 
patients improved. Many, however, still died from chest 
infections and anoxia, and we felt that it was too late to 
wait until clinical signs appeared in the chest before doing 
tracheotomy. We therefore decided to widen our indica- 
tions. Tracheotomy was carried out on all patients who, 
clinically, had signs of fluid in the chest, no matter how 
small an amount we imagined the fluid to be, and on all 
patients who had a serious nasal or postnasal hemorrhage 
or cerebrospinal leak. Antibiotic cover, of course, was 
continued. No resort was made to any postnasal packing, 
which we had tried previously and abandoned because of 
the onset of meningitis in one or two cases. It was found 
that suction with a cuffed tracheotomy tube was quite 
sufficient to maintain a clear airway—the blood-loss in 
these cases being dealt with by blood replacement. 


In these two groups of unconscious patients there 
were, therefore, to our minds, definite indications for 
immediate tracheotomy, whether or not neurosurgical 
intervention was contemplated ; in fact we are unwilling 
to consider their treatment complete without its being 
performed as soon as possible. 


A third group of patients still gave us concern: these 
were the ones who did not fit into the pattern of those 
already described, who were unconscious but had no 
apparent nasopharyngeal blood or: cerebrospinal-fluid, 
leaks into the chest, whose colour was apparently normal, 
and in whom the chest showed no physical signs for 
twenty-four hours or so. Necropsy indicated that, in 
many cases, they too had serious chest complications from 
the start, the aspirated material consisting of acid stomach 
contents or solid vomit, presumably aspirated before 
arrival at the centre. In some cases where the physical 
signs in the chest were minimal before death, quite severe 
alteration of the alveolar epithelium, sometimes with 
fibrinous exudate, was found post mortem. The good 
colour noticed was presumably due to CO, retention. A 
raised CO, tension increases the dissociation of oxyhemo- 
globin and relaxes arterioles, thus producing a warm pink 
skin. Here, then, was another problem to be solved, because 
attention to the chest at a later stage, when signs were 
obvious, failed to save these patients. This we did by 


- 


further extending tracheotomy to any patient with severe 
head injury who was unconscious; immediately we 
realised that there was, indeed, in the majority, a large 
amount of material which could be sucked out of the 
bronchial tree, immediately after admission. In some 
cases this consisted of blood-clot or solid vomit which 
could not be dislodged by suction, and resort was had to 
bronchoscopy and actual irrigation of the affected part 
with the patient in Trendelenburg’s position to ensure 
complete’clearance of the material, even when tracheo- 
tomy was done. Now, therefore, we view with suspicion 
all head-injury patients who are deeply unconscious on 
admission, and it is our policy to perform tracheotomies 
on all, unless they show imminent signs of returning 
consciousness. If there is any doubt about the patient 
returning to consciousness, then an endotracheal tube is 
retained for twelve hours only, and failing a full return 
to consciousness at this period, a tracheotomy is carried 
out before the tube is removed. The fact that most of 
our cases now never develop chest lesions is due to the 
promptness with which the tracheotomy is done. As a 
rule these patients now survive and recover well. 


Operation of Tracheotomy 

The operation is usually carried out under general anzs- 
thesia with an endotracheal tube in position. A transverse 
incision is used and a square opening made between the third 
and fourth rings of the trachea. Suction is carried out (via a 
long rubber catheter), and, if necessary, bronchoscopy and 
irrigation. A wide cuffed tracheotomy tube is used—as large 
as can be admitted to the trachea. The patient is stimulated 
to cough to clear the chest as much as possible. Suction is 
continued in the ward with actual stimulation of the patient 
by pushing the catheter well down into the carina area. No 
complications of the operation have been noted. The transverse 
incision heals well with little scarring; a longitudinal incision 
heals with a keloid scar, wide and tender. 

After tracheotomy, careful frequent aseptic suction must be 
carried out, and air or oxygen entering the tube must be 
warmed and moistened to prevent the secretion from hardening 
and blocking the bronchial tree. It is also essential to carry 
out routine bronchoscopy daily at least, and more frequently 
if the patient is deteriorating, in order to remove clot or 
inspissated secretion. Daily radiography of the chest is also 
essential to deal with partial or complete collapse of the lung. 


Treatment of Central Factors 


We shall not here discuss in detail the rather com- 
plicated treatment of these patients from this point of 
view, since a complete review of treatment and results 
will be given in a later paper. The principles are : 

(1) The use of chlorpromazine, promethazine, pethidine, and 
levallorphan in a “ lytic cocktail”. We believe that chlor- 
promazine coordinates the function of the damaged reticular 
material of the brain-stem, and the cocktail combats restlessness 
and controls rigidity of the limbs, as well as a rising temperature 
due to damage sustained by the temperature-regulating 
mechanisms. 

(2) Immediate transfusion of triple or quadruple plasma to 
prevent or treat cerebral ceedema. In our experience it will 
rapidly bring oedema under control. 

(3) Any rise in temperature due to pontine damage is dealt 
with by : (a) the lytic cocktail as described; (6) exposure of the 
patient; or (c) the use of wet sheets, an open window, ice bags, 
or a refrigerating machine. 

Our whole idea is not to produce hypothermia, thus cutting 
down cerebral circulation and the oxygen supply to damaged 
cells which would do harm, but to ensure that as normal a 
temperature level as possible is maintained and death from a 
rising hyperthermia prevented. 
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(4) In addition, it is important to avoid oral feeding while 
a patient is unconscious. 

(5) Physiological tensions of oxygen and CO, must be 
maintained in the blood. 

(6) Fluid and electrolyte balance and caloric intake must be 
maintained. 

_By these methods satisfactory progress has been 
achieved, but more could be done. It is not sufficient 
to tackle this problem at a special head-injury centre, 
because it exists from the time the accident takes place, 
and it should be tackled as soon as possible after the 
accident. Unfortunately, only too often, it is tackled too 
late or not at all. 


Treatment Outside the Head-injury Centre 
Transport to Hospital from the Site of the Accident 


We are appalled to find that many ambulances have a 
driver only and have no-one to look after the patient, 
reliance being placed on the presence of relatives or the 
police. There is obviously here a place for a medical 
officer of the intern type, as in the United States, or for a 
fully trained nurse to accompany the ambulance to the 
site of any accidents+-suction apparatus, oxygen, and 
blood also being carried. 

Too often’ the patient is transported lying flat on the 
back ; blood, cerebrospinal fluid, or vomit has free access 
to the trachea in an unconscious patient with disorganised 
pharyngeal or laryngeal function. In the absence of a 
cuffed endotracheal tube, only gravity can keep foreign 
material out of the lungs and a position must be adopted 
to ensure that the effect of gravity will prevent aspiration 
from above and assist in the drainage of obstructive 
secretions. This can be done by the adoption, as a routine, 
of either the semiprone position with a Trendelenburg tilt 
of 20°, or a knee-elbow position on cushions where there 
is severe drainage of blood or cerebrospinal fluid from the 
nasopharynx. Without endotracheal intubation or tracheo- 
tomy, adequate suction of the bronchial tree is impossible, 
but attempts to stimulate the cough reflex by pharyngeal 
intubation in some cases may be effective. 


Arrival at a Casualty Department of a General Hospital 

Adequate attention to the above points is essential and 
immediate suction and oxygen should be given. The 
receiving-officer has then to decide whether the patient is 
to be transferred to a head-injury centre or to be admitted. 
If this patient is to be sent on, the details mentioned in 
the last paragraph must be attended to. If the patient is 
to be transferred any distance, intubation should be 
considered if his natural responses are insufficient (or 
likely to become insufficient) to maintain a free airway 
and to enable secretion to be removed. 


In the deeply unconscious patient intubation is easy and 
should be a routine to ensure a free airway and to avoid the 
ill effects of vomiting during transport. In the sermniconscious 
patient, who will still respond to stimulation, introduction of 
the tube is not so easy, and this should be done by a trained. 
anesthetist. It should be done in every case with drainage of 
blood and cerebrospinal fluid, or where it is suspected that 
vomit or blood has already been aspirated. A cuffed tube, to 
prevent aspiration of foreign material, appears to be tolerated 
better than an uncuffed one. This may be because the inflative 
cuff prevents friction between the tube and the tracheal wall 
during respiratory movements, which may be accentuated in 
conditions of respiratory distress. It should be remembered 
that coma may deepen during transport and that at any time 
there may be copious vomiting. The stomach contents should, 


therefore, be aspirated before transport. A tube passed at this 
early stage and maintained for some hours may obviate the 
necessity for tracheotomy in patients who make a rapid return 
to consciousness. We have noted that patients protected in 
this way from anoxia before admission usually make a more 
full recovery than similar patients who have been allowed to 
become cyanosed and dyspnoeic from preventable respiratory 
obstruction, and this recovery is rapid. 

If an anesthetist cannot accompany the patient, the services 
of a doctor or specially trained nurse will be required. He must 
know how to diagnose respiratory insufficiency, how to avoid 
aspiration of blood or vomit, how to perform adequate pharyn- 
geal and tracheal suction, how to administer oxygen correctly, 
and above all how to keep the airway patent by holding the 
chin correctly, or by using a pharyngeal or nasopharyngeal 
airway if the patient is not intubated. 


Local Unit 

If the patient is not fit to travel immediately and is to 
be held at the local hospital, the above measures must be 
carried out. Intubation is only a temporary measure 
and tracheotomy should be done as soon as possible with 
adequate suction and oxygenation. The central factors 
must be dealt with by the principles previously described. 


Summary 

Of those who survive the accident itself, the main 
cause of death in patients unconscious after head injury 
is respiratory insufficiency and anoxia. The anoxia is due 
to, central disturbances of the control of respiration, and 
reduction of compliance of the lungs by blockage or 
irritation of the bronchial tree by aspirated material and 
by retention of mucus. 

A regime must be used similar to that laid down for 
bulbar poliomyelitis : 

Correct posture to prevent seepage into the lungs and tracheo- 
bronchial tubes. 

Temporary intubation. 

Isolation of the lungs from the disorganised pharynx by early 
tracheotomy. 

maga further protection by continued aseptic tracheobronchial 
toilet. ° 

The use of a lytic cocktail to coordinate the reticular mechanisms 
of the brain-stem, and control rigidity, restlessness, and hyper- 
thermia. 

Avoidance of oral feeding during unconsciousness. 

Maintenance of physiological tensions of oxygen and CO, in the 
blood. 

Maintenance of fluid and electrolyte balance and calorie intake. 

Combating of infection by use of antibiotics. 

Reliéf or prevention of secondary cerebral oedema by use of intra- 
venous triple plasma. 

It is not enough to wait until the patient reaches a 
special centre. The important factor is treatment along 
these lines as soon as possible after the accident. 

If proper attention is given to respiratory insufficiency 
early enough, many patients previously considered hope- 
less will survive. In our experience the mortality has 
already been lowered, in these cases, from 90% to below 
40%, and with further improvement in technique it can 
probably be lowered to 20%. 

The important fact, too, is that not only will the 
majority who survive make a good physical recovery, but 
they will also make a rapid return to a nearly normal 
mental state and will not end up as mental defectives, a 
burden to themselves and the community. In fact, many 
will be able to return to productive work. 


REFERENCE 
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THE HOSPITAL URINE BOTTLE AND 
BEDPAN AS RESERVOIRS OF INFECTION 
BY PSEUDOMONAS PYOCYANEA 


J. W. McLzeop 
O.B.E., M.B. Glasg., F.R.S. 


From the Department of Clinical Surgery in the University of 
Edinburgh 


Tue possibility of establishing the sources of infection 
with Pseudomonas pyocyanea by immunological and 
bacteriophage typing of strains of that microorganism has 
been examined by Gould and McLeod (1958), who con- 
clude that the correlations observed are in a large measure 
significant, indicating the probability that endemic 
persistence of Ps. pyocyanea in surgical wards may be 
responsible for much of the infection of this kind which 
often follows catheterisation and operations on the 
urinary tract. Such infections have been reported in 
hospitals in many different parts of Britain (Shackman 
and Messent 1954, Pyrah et al. 1955, Gillespie 1956, 
Dutton and Ralston 1957) and appear to be as common 
in Edinburgh as elsewhere. 

It was therefore decided to investigate the ways in 
which Ps. pyocyanea infection may be carried and persist. 


Method 

Certain wards, apparatus, and personnel of three hos- 
pitals in which Ps. pyocyanea infection had been observed 
were systematically examined. Similar investigations were 
also made, in so far as they were pertinent, in the labora- 
tory in which the work was being done, to check the 
possibility that accidental laboratory contamination might 
be responsible for some of the observations made. 

The methods of isolation and identification of the 
microorganism are discussed by Gould and McLeod 
(1958) and, apart from special detail, will not be con- 
sidered here; but to make clear the significance of the 
following observations their findings are briefly sum- 
marised as follows: 

In each of the three hospitals there was an outstanding type 
of Ps. pyocyanea strain differing from those outstanding in 
the two others, both in its reactions to agglutinating sera and 
its bacteriophage sensitivity. The variety outstanding in 
hospital A has been described as of agglutination type « and 
phage-type N; that in hospital B as of agglutination type 8 
and phage-type J; and that in hospital C as of agglutination 
type y and phage-type QS. There were also several strains of 
mixed agglutination and phage types. 

Results 

The material examined for Ps. pyocyanea and the 
frequency with which the organism was isolated from 
these various sources are set out in table I. 


Dust 

Two methods were used in looking for dust infection: 
one was to run a few drops of sterile broth on to floor, 
window ledge, or whatever surface was under investiga- 
tion and to suck this up again after a short interval (one 
or two minutes at the most) and to distribute the fluid so 
obtained to suitable media; and the other was to leave 
plates of media exposed under ward beds for two hours, 
including a time of bed-making. 

Nutrient agar, serum-agar, 0-4% ‘ Dettol’-agar, and chopped- 
meat broth were used, the last being transferred from the plate to 
a tube before incubation. These plates were not, however, inten- 
tionally left in the immediate vicinity of a patient infected with 
Ps. pyocyanea. 


- 


Ps. pyocyanea was not recovered from the laboratory 
bench or floor, although both were undoubtedly con- 
taminated with infected urine, and sometimes with spilt 
cultures, repeatedly in three years. 

On one occasion two colonies diffusing green Pigment were 
observed. These, however, differed from the strains isolated 
from patients in their inability to grow well or to form pigment 
at 37°C, their failure to produce chloroform-soluble pyocyanin, 
and the absence of response to any of the agglutinating sera 
or bacteriophage preparations which we had at our disposal. 

The observations on hospital ward dust were, with one 
exception, negative. The exception was the ward floor 
immediately adjacent to an open bottle to which urine 
was draining from a Foley catheter (drainage to open 
bottles was abandoned soon after this investigation 
started). It was considered, however, that this could not 
be accepted as an example of persistence in dust but that 
it was rather evidence of a very recent contamination with 
infected fluid. 

Sinks and Wash-basins 

A few ward wash-basins and the laberatory sinks were 
investigated by transfer of residual fluid to suitable media, 
and Ps. pyocyanea was isolated once from both of these 
sources. 

The fact that Ps. pyocyanea had been detected in 
laboratory sinks and ward wash-basins suggested that the 
water-supply might be contaminated; so water from the 


TABLE I-—-RESULTS OF EXAMINING MATERIAL 


























Total Strains of 
Material | Sources number of | Ps. pyo- 
examina- cyanea 
| tions isolated 
Not yielding | 
Ps. pyocy 
Dust yest ee 1 ward each 52 a9 
in hospitals B and C, and labora- 
tory in which work was done 
Water Water-su; in hospitals A and 8 0 
storage 
Samples taken in hospitals A and 4 0 
lubricants Cc 
Blankets Hospital A 4 0 
Urine of men | Group of male medical students 40 0 
free from . 
symptoms of | Male patients attending surgeries 123 0 
urinary-tract in general practice 
infection 
telding 
Ps. pyoryanea 
Wa - | Ls sinks 3 1 
‘aste water 
ed oath teins 3 1 
Skin secretion | Hands of surgeon, nurses, and 10 1 
ward orderlies 
Urine of Patients in medical wards 104 a 
tients free ee pence el a 73 4 
from little urological work was done 
infection 
Bowel contents! Ileum - 0 
post mortem Yj 0 
Vela Sigmoid flexure 1 
Ps. pyocyanea 
ay ly: 
tine in wards i to bottles receiving 3 3 
active in yo from welling catheters 
urological Patients normal in of their 135 25 
surgery urinary tract but nursed in wards 
| Patients with Sdeiliny odkene 9st 60 
; | before or after surgical operation 
| _on bladder 
Urine-bottles | In ward doing occasional uro- 10 3 
logical s 
In ward doing much urological 44 30 
Bedpans In were doing much urological 21 4t 
surgery 





* This strain was recovered from the floor beside an open urine-bottle to 
which a Ps. pyocyanea-infected urine was draining. 
+ One Of these strains give weak agglutination end was insensitive to 


t Number patients, most of whom had repeated examinations of urine 
over a considerable period. 
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mains and storage tanks was drawn from the taps and 
investigated. Growth was obtained from all these samples, 
but no Ps. pyocyanea was detected in any of them. 


Fluids used for Bladder Lavage 

In one hospital, at one stage in the investigation, 
strains presenting the general characters of Ps. pyocyanea 
were recovered from the fluid used for postoperative 
lavage of bladders. The source appeared to be defective 
methods of sterilisation at the dispensary where these 
fluids were prepared. They did not appear after these 
methods had been revised. 


Blankets 

In one ward in which there was a good deal of Ps. 
pyocyanea infection blankets returned from the laundry 
and others which had been used recently in giving 
patients bed-baths on admission were investigated. The 
method adopted was to use a fold of the blanket as a 
filter for nutrient broth, some of which was recovered 
after traversing the blanket. A considerable variety of 
coccal and bacterial forms as well as anthracoid bacilli 
were recovered in such filtrates but no strain of Ps. 
pyocyanea. . 

Lowbury and Fox (1954) reported that Ps. pyocyanea was 
recovered from floor and blanket dust in wards in which 
patients with infected burns were being nursed. Pyrah et al. 
(1955) also recovered Ps. pyocyanea from dust and bedclothes 
in the vicinity of cases of urinary-tract infection with Ps. 
pyocyanea during a severe outbreak of such infection in a 
ward where dettol was used for sterilising urine-bottles, nail 
brushes, &c. (dettol was shown subsequently to be ineffective 
for this purpose). 

Our own observations suggest that dust is not a usual 
source of such infection, that Ps. pyocyanea dies off rather 
rapidly when dried, and that it persists only where it has 
access to fluid. 


External Genitalia and Anterior Urethra of Healthy Males 

The suggestion from this preliminary work, that Ps. 
pyocyanea did not readily persist in dust but would be 
more often found in contaminated fluids, led us to seek 
the answer to the following question: Does Ps. pyocyanea 
form any part of the flora of the external genitalia and 
anterior urethra in the healthy male ? 

Since there is much evidence of the common appearance 
of that microorganism in the urinary tract as a sequel tg 
catheterisation, cystoscopy, and operations, it obviously 
might so appear only because bacteria commonly present 
in the anterior urethra or on the external genitals are 
inevitably carried up to the bladder by any instrument 
introduced. 

An attempt was therefore made to determine the extent 
to which this bacterium occurred in the urine of patients 
whose genitourinary tract was apparently healthy, and 
whether, in this respect, one ward. differed from another. 

For this purpose samples of urine were collected from 
most of the male wards in a large general hospital. 

Since it is recognised that there is normally a bacterial flora 
of the anterior urethra, and since no antiseptic was available 
which was capable of exercising a rapid bactericidal effect 
on bacteria and yet was sufficiently mild to cause little pain or 
irritation when applied to the delicate epithelium of the 
surfaces in question, it was considered that the course least 
open to objections was to issue to each patient a sterile flask 
whose neck was protected by an inverted glass beaker. The 
total specimen of urine was obtained in this flask much as if 
it had been passed to one of the urine-bottles in use in hospital 
wards. No sterilisation of the surface of the penis or of the 


anterior urethra was attempted. The flask was covered again 
by the glass beaker as soon as it had been used and it was 
then transferred to the laboratory for investigation. 


Ward observations.—All these investigations were made 
in one hospital, and the results are given with detail of 
antigenic bacterial types in table I1. 

5 ml. samples of the urine were transferred to tubes containing 
either broth or 0-30% dettol broth, or 0-03°, brilliant-green broth. 
Broth in bulk was then added to the residual urine in the flask, 
roughly in the ratio of 1 part of broth to 3 parts of urine, and all 
four cultures were incubated and observed directly and by subculture 
to agar for three days. 


Several points are suggested by the results. One of 
these is that there are strains of Ps. pyocyanea which have 
become endemic in certain wards, especially those 
considerably engaged in urological surgery; whereas in 
most medical wards and some surgical wards either no 
Ps. pyocyanea is found at all in the patients’ urine or 
mostly strains other than the type endemic in wards 
active in urological surgery. Another feature is that 
many of these infections are transient—i.e., a second 
examination of the patient’s urine does not reveal any 
Ps. pyocyanea. An example of this is medical ward M3 
(table 11). 

In this ward Ps. pyocyanea was found in the urine of 3 
patients, and all were of the same antigenic type 2/J; but, on 
subsequent examination, continuing infection was found in 


TABLE |! Ei--BESULTS- oF EXAMINING PERSONS 


| No. of | 














| patients | No. of Agglu- Agglu- 
| whose | isola- tination Repeat tination 
Source | urine | tions of| and examina- | and 
was | Ps.pyo-| phage tions phage- 
| ¢xam- cyanea | type type 
| ined } 
Series I— | | 
Surgical wards: | 
$1, neurological | 12 1 a/N vi 
S2,generaland| 44 | 3 {¢ N 2/SNot 
urological lost 1 | \ done 
$3, » | 4 7 | a@/N 6//1 meg. 
< 5 not done 
° | B/J | | Not done 
Series II— | 
medical wards: | 
Ml i on — _ — 
M2 } 4 } iad . Pos. a/Nil. 
M3 | neg. 
{i Pos. G/T 
M4 we ag ea... — | _ = 
M5 } % | = _ _ _ 
Series III— 
male students | 100 _ — = — 
and males at- 
tending surgery | 
of general prac- 
titioner } 
Series IV— | | 
surgical wards: | (5 not done 
$2 ae 9 a/N 4 l pos. (twice)! a/N 
17 ae 
| 1 neg. 
$3 | 31 6 a/N 5 |4 1 not done 
| | (3 pos. a/N* 
8/J 1 Pos. B/J 
S4, orthopedic | 4 ;,— | a | — oa 
S5, vascular | 16 a a _ 
and general, | } 
including some | 
urological work | 
S6,generaland|; 15 | — _ _ _ 
—- uro- | 
cases 
SP irae and | 16 3 ie 8 | Pos. Cewice)t | B/J 
general surgery | a Both neg. 
Series V—male | 63 |*° — _ | _- _ 


patients attend- 
ing surgery of | 
general prac- | | | 
titioner | 


' 





. Inz 2 of these cases the ur urinary sediment in the last specimen of urine taken 
which was positive for Ps. pyocyanea was examined but gave no frank 
evidence of infection of the urinary tract. No leucocytes or red blood- 
cells were detected. There was epithelial debris and, in 1 case, also 
bacteria. 

Contains mucus and oxalate aiegaes but no leucocytes or red blood-cells 
were detected. 
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one of these cases but not in the two others. Further, in the 
surgical wards in which Ps. pyocyanea infection was endemic 
the same strain might be recovered repeatedly from a patient 
confined to bed and using bottles and bedpans for his excretions, 
notwithstanding the fact that he had no symptoms of urinary 
infection and was passing urine free from any cellular elements 
suggesting a pathological condition of his urinary tract. 

A particularly interesting case of this sort was a young 
man with a fractured thigh nursed in a ward in which much 
urological surgery was done. His urine yielded Ps. pyocyanea 
on four consecutive occasions in six weeks, but the centrifuged 
sediment of his urine showed no cellular exudate suggesting 
inflammation of his urinary tract. 

Since a system of immersion of the urine-bottles in -the 
ward in a carbolic bath had been instituted after the first two 
examinations, contamination from this source could not be 
held to explain the presence of Ps. pyocyanea in the last two 
specimens taken, and it was thought that the appearance of 
Ps. pyocyanea might be due to infection by contact with the 
bedpan. Closer investigation of the patient, however, revealed 
that he had a chronic aural discharge, which proved to contain 
both Ps. pyocyanea and Proteus sp. 

It is obvious that this patient might well have been res- 
ponsible for a considerable amount of Ps. pyocyanea infection 
of the ward urine-bottles before the antiseptic-tank technique 
was adopted. 

Observations outside hospital—No culture of Ps. 
pyocyanea was obtained in the examination of 123 men 
free from urinary symptoms and attending as outpatients 
at the surgeries of general practitioners in the city which 
supplied a large proportion of the patients attending the 
hospitals under investigation. In addition, the urines of 
40 male students were investigated and these also were 
negative. 

These observations furnish good evidence that Ps. 
pyocyanea is not a commensal, unless very exceptionally, 
in the urethra, bladder, or external genitals of the healthy 
male. They also make it altogether improbable that 
contamination within the laboratory was responsible for 
the positive results recorded, since so long a series of 
negative results could not have been obtained if the 
laboratory technique had been at fault. 

Stools 

In attempting to determine the normal incidence of 
Ps. pyocyanea in patients’ stools the obvious possibilities 
of cross-contamination in the wards had to be taken into 
account, and it was necessary to eliminate as far as 
possible all external sources of contact. 

The most effective method of doing this appeared to be 
to take samples from the gut post mortem. After the 
abdomen had been opened, therefore, the ileum, cz#cum, 
and sigmoid flexure were exposed successively, and, after 
the surface had been seared with ‘a large heated copper 
spatula, a Pasteur pipette was driven into the gut and a 
specimen of content withdrawn. 

Of 7 cadavers examined in this way only 1 gave a 
positive result, and in this case Ps. pyocyanea was 
recovered from the sigmoid and not from the higher 
sections of the bowel. A much extended observation is 
obviously necessary to establish any reliable figure, but 
it seemed that this microorganism, although not par- 
ticularly common in the gut, might be one of the ultimate 
sources of the strains which give trouble in urological 
surgery. 

A systematic examination of all specimens of stools 
received in the university laboratory had been made by 
J. C. Gould (personal communication) during this 
investigation and had revealed the presence of Ps. 
pyocyanea strains in 4 of 97 stools examined. 


- 


Urine-bottles 

In seeking further for an answer to the question how 
Ps. pyocyanea infection is maintained and passed from 
one patient to another in hospital wards, it was felt that 
the observations already described made it altogether 
unlikely that dust was largely responsible. ll our 
observations pointed to some reservoir in which moisture 
was always available and to urine and stools as potential 
sources of infection. 

Attention was therefore turned to the methods of 
disposal of excreta in the wards. A ward was selected in 
which it was known that several cases of prostatectomy 
with mixed infections, including that by Ps. pyocyanea, 
had recently been under treatment. The results were 
rather surprising. The practice in this ward, as in many 
others, was that each patient had his own urine-bottle. 
These were emptied to a sluice, thoroughly rinsed with 
running water, and returned to the patients’ lockers, and, 
at intervals, these bottles were sterilised. 


With the cooperation of the ward orderly all the urine- 
bottles in the ward were brought under investigation after 
being cleansed in the usual way. This was done first when 
several patients who had recently undergone prostatectomy 
were known to be infected with Ps. pyocyanea. Since these 
patients were all draining by Foley catheter in a closed circuit 
to bottles of Winchester type containing ‘ Hibitane’ as anti- 
septic and protected from contamination by dust by an 
antiseptic air-trap for exit of air from the bottle, they would 
not be liable to infect the ward urine-bottles directly until they 
began passing urine in the normal way after removal of the 
Foley catheter. 

The urine-bottles were examined with the same media as 
were used for all examinations of patients’ urine. 

5-10 ml. of nutrient broth was run into the urine-bottle, and 
after agitation of the bottle the broth was sucked up and divided 
between three tubes containing either nutrient broth, nutrient broth 
with 0-30°, dettol, or nutrient broth containing 0-03% brilliant- 
green. These tubes were incubated for three days and then plated 
out on nutrient agar. Characteristic colonies diffusing green pigment 
were picked off. If such did not appear, the growth which developed 
on the agar plate was overrun with tetramethyl! p-aminobenzene HCl 
solution; and, if a positive oxydase reaction was obtained, further 
plating to isolate oxydase-positive colonies for study was done. 

In the first investigation seventeen bottles, each of 
which was marked with the patient’s name and retained 
for his sole use (the usual practice in the ward), were 
examined after rinsing. Three spares, which had not 
een in use for some time, were also examined, but no 
bottle used by a patient known to have an abnormal 
urinary tract was included. Ps. pyocyanea was recovered 
from seven of the seventeen bottles in use, and in every 
instance it was of the « agglutination, N phage-type—i.e., 
that responsible for almost all the postoperative. infections 
in the ward. 

A second series was investigated three weeks later, and 
on this occasion three of four spare bottles and all twenty 


* bottles in current use were found to be infected with 


Ps. pyocyanea. All twenty-three strains were shown to be 
of the x agglutination type, and twenty-two of these were 
of the N phage-type, the exception not showing any phage 
sensitivity. 

A third investigation was made in another ward, in 
which a limited amount of urological surgery was done. 
Here the investigation, made earlier in the same week, of 
the urines of patients with a supposedly healthy urinary 
tract, had not revealed any Ps. pyocyanea infection, 
although it was found in the urine of a patient who 
had had an amputation of the penis because of a 
tumour. 
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In this ward ten urine bottles were examined, six in 
current use and four spares. Ps. pyocyanea was recovered 
from three of these, and the strains were of agglutination 
type « and phage-type N. That from the patient whose 
penis had been amputated was of mixed agglutination 
and unusual phage type. 

Bédpans 

The bedpans, which had been cleansed and were 
lying ready for issue, were examined in the two wards 
in which most urological surgery was done. 

In one of these wards all the bedpans in current use 
were examined repeatedly at intervals of a few days, 
twelve examinations being made. Ps. pyocyanea was 
isolated on three occasions; all were of «/N type. 

In the second ward ten investigations of this kind were 
made, but in only one was Ps. pyocyanea isolated, and 
this was a doubtful strain, being a poor pigment producer, 
insensitive to phage, and giving only weak agglutination 
with «-type antisera. In other respects (good growth at 
37°C; fermentation of glucose without gas but not of 
lactose, saccharose, dulcite or mannite; absence of indol; 
positive oxydase reaction; and characteristic morphology 
and staining) it resembled Ps. pyocyanea. 


Hands of Staff 

The hands of one surgeon, two nurses, and several 
male orderlies were investigated by rinsing in sterile 
nutrient broth and subsequent cultivation of the broth. 

In one instance the hands of an orderly were investi- 
gated at 8 A.M., just after he had come on duty, and again 
at three-hourly intervals during the day. “Ps. pyocyanea 
was isolated only once in this series; it was in the broth 
in which the orderly’s hands were rinsed shortly after 
coming on duty. 

Both in the examination of the cultures from bedpans 
and in those of the hands of the staff bacteria were isolated 
which closely resembled Ps. pyocyanea but never produced 
green pigment in a convincing way. Many descriptions 
of such bacteria have been published (Sandiford 1937, 
Gaby and Free 1953), and it is possible that these were 
strains modified in their metabolism by contact with 
antiseptics. 

Discussion 

It is obvious from these results that nurses and orderlies 
required to empty and rinse urine-bottles and bedpans 
in wards active in urological surgery will inevitably infect 
their hands repeatedly with Ps. pyocyanea. Hence they 
are a source of danger to any patient whose bladder and 
drainage or lavage apparatus they have to manipulate. 
It seems altogether probable that much of this infection 
could be cut out by a proper use of antiseptics. This 
would involve storing in an antiseptic tank all urine- 
bottles and bedpans not in use and issuing bottles for 
use only from such tanks and with a residuum of anti- 
septic solution—about a fifth of the capacity of the bottle 
—which would be sufficient to sterilise the bacteria 
excreted by the patients even when diluted fourfold by 
urine. 

The sterilisation of the stool by residual antiseptic in 
the bedpan is more difficult, but the danger of infection 
from these vessels could be largely eliminated if two 
procedures were regularly followed. The first of these 
would be sterilisation of the bedpan, after cleansing, by a 
brief immersion in boiling water or a longer one in an 
antiseptic bath. The second would be that the nurse or 
orderly handling bedpans should do so only when wearing 
rubber gloves; and if these, while still on the hands, were 


cleansed under running water and then rinsed with 
spirit or, better, a 2% concentrate of hibitane before they 
were removed, the contamination of hands would be cut 
down to a minimum. Complete destruction of bacteria 
such as Proteus spp. and Ps. pyocyanea in periods of a 
few minutes is not easily attained with any antiseptic. 
It must be specially emphasised, as has already been done 
by Pyrah et al. (1955), that dettol is not an efficient anti- 
septic for the destruction of Ps. pyocyanea—a finding 
which has been amply confirmed in our own observations. 
Cetrimide (the active principle of ‘ Cetavlon’) is also 
unsuitable. These substances can be usefully incorporated 
in media to separate Ps. pyocyanea from mixed infections 
(Harper and Cawston 1945, Lowbury 1951, Gould and 
McLeod 1958). 

Hibitane 0-2% and carbolic acid 2% are both effective, 
however, in killing off Ps. pyocyanea and other forms 
likely to infect the urinary tract which are found in 
urine-bottles. 

This is not a case in which asepsis is practicable or enough 
—sterilisation of urine-bottles and bedpans will not meet the 
case. They must contain antiseptic when issued if con- 
tinual infection of the hands of the attendant on the 
Patients is to be avoided. 


Conclusions 


Infections with Ps. pyocyanea appear to be, in a large 
measure, hospital infections. This bacterium easily 
adapts itself to the human urinary tract, especially in the 
presence of protein exudate such as must inevitably be 
present after operations on the bladder. 

It is mot a commensal of the normal external genitalia 
of the male and is not therefore unavoidably introduced 
in such procedures as catheterisation. It does not readily 
persist in the dry state and is only found in dust exposed 
to recent heavy contamination. 

The apparatus in normal ward use in which it can most 
readily persist is the urine-bottle and the bedpan. Since 
the hands of nursing ‘personnel are inevitably contami- 
nated by handling and rinsing these vessels,. it is not 
enough to issue sterile bottles and pans. Elimination of 
infection in all vessels used for the collection of excreta 
should be assured by an efficient use of antiseptics as 
described above. For these purposes dettol and cetavlon 
are unsuitable because they are not effectively bactericidal 
against one of the strains of bacteria met in the post- 
operative infections of the urinary tract—i.e., Ps. pyo- 
cyanea. Carbolic acid as a 2% solution and hibitane as 
0:2% solution are among the antiseptics which are 
adequate. Carbolic acid is cheaper. 

This research programme was supported by a grant from the 
Scottish Hospital Endowments Research Trust. Thanks are due 
to the surgeons and physicians in charge of wards for their permission 
to undertake many of these investigations; the surgical and nursing 
staff, in the wards dealing especially with urological conditions, for 
much friendly cooperation; my technical assistants Mr. Robert Barr 
and Miss Alison A. Knox for much conscientious and careful work; 
and especially Dr. D. Tulloch and Dr. Donald C. Cruickshank for 
the trouble they have taken over long periods in procuring specimens 
of urine from patients attending their surgeries. 
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For the past five years in this professorial unit cyto- 
logical examination of the vagina has been added to our 
routine clinical examination of outpatients. The tech- 
nique is in the hands of one of us (M. E. A.), who has 
trained technicians to share the work. After about six 
months’ training an apt pupil may become reliable and, 
when deemed fit, signs the cytological report on his or 
her responsibility. The great disadvantage in the tech- 
nique is that careful microscopic screening of a vaginal 
pool smear may take 15-20 minutes (average 5-7 minutes). 
This paper follows our preliminary report (McLaren 
et al. 1956) and gives a four-year summary, with our 
interpretation of the value of the technique when closely 
integrated into gynzcological practice. 


Clinical Material 


4250 consecutive outpatients were examined, of whom 
85 (2°%) had malignant disease of either the body or the 
cervix of the uterus. The age-distribution shows that 
the bulk of the patients were of reproductive age (see 
figure). 

The clinical team, who were experienced gynzxco- 
logists, tried to set a high standard of clinical diagnosis, 
using a specially designed case-sheet for every patient 
with the object of recording suspicious findings. For 
example, note was made of any bleeding apart from 
menstruation—e.g., postmenopausal, intermenstrual, and 
postcoital bleeding—the cervix was exposed whenever 
possible, and a diagram was made of the portio vaginalis 
to show any erosions and bleeding areas. 481 (11%) 
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patients were labelled as “‘ suspect—for careful investiga- 
tion in hospital”, of whom 85 were proved to have 
malignant disease: carcinoma of the cervix in 53 and 
either carcinoma or sarcoma of the corpus in 32. 

To assess the accuracy of cytological. diagnosis we 
compared it with our clinical diagnosis, which of course 
is not 100% correct—e.g., the exploring curette may miss 
a small carcinoma, and a cervical biopsy may possibly 
miss a very small area of invasive carcinoma or of 
carcinoma-in-situ. The results are shown in table 1. 

Of the 53 patients with invasive carcinoma of the 
cervix the smear was positive in 50 (94%). Of the 3 remain- 
ing smears 1 was labelled ‘‘ suspicious—please repeat ”’; 
and 2 were cytological errors which were quite obvious 
on review. Of the 32 patients with either sarcoma or 
carcinoma of the corpus the smear was positive in 25 
(78%), the remaining 7 being labelled as suspicious or 
inadequate. 


Invasive Carcinoma Discovered by Cytological 
Examination , 
An experienced clinical team failed to diagnose uterine 
cancer on 3 occasions, when it was present, an incidence 


TABLE I—ACCURACY OF CYTOLOGICAL DIAGNOSIS IN CASES OF KNOWN 
INVASIVE NEOPLASM 


_ | Series A* | Series B | 











| (1952-54) | (1954-56) | Total 
Outpatients o% ya “a ‘ 2250 | 2000 | 4250 
| | | 
Cervix: | 
Carcinoma } 34 19 53 
Smear positive } 33 17 50 
Efficiency of cytological diagnosis. } 94% 
| 
me | 14 | 14 | 
arcinoma .. : Ht p | 
Sarcoma “a Sd ied 3} 16 | 3} 16 32 
Smear positive | 12 | 13 25 
78% 


Efficiency of cytological diagnosis. . | 





* Already reported ( Sataak et al. 1956). 


of about 1 in 1500 patients. The 3 cases provided positive 
smears, which fact led to further investigation: 

Case 1.—A married woman, aged 34, 2-para, had menor- 
rhagia, which was investigated by curettage, the clinical 
findings being negative. A positive smear was nevertheless 
obtained, but she left Birmingham without being fully investi- 
gated and could not be traced for twenty-one months. She 
had by then a small carcinoma of the portio vaginalis. At 
Wertheim’s hysterectomy no involvement of lymph-nodes was 
found, and she has remained well for four years. 


Case 2.—A married woman, aged 42, 2-para, was placed on 
our waiting-list for repair of prolapse. A positive smear led 
us to expedite her admission and to re-examine her cervix 
under general anesthesia, when a small area of carcinoma on 
the posterior cervix was found which was only obvious on 
pulling down the cervix under anesthesia. The patient was 
considered to be unsuitable for radical surgery; so she was 
given radium treatment, with an apparently good result lasting 
at least two years. 

Case 3.—A married woman, aged 62, 2-para, reported with 
postmenopausal bleeding. She was very obese, with a small 
uterus “ frozen ”’ in the pelvis, possibly as a result of a high 
amputation of cervix and plastic repair. We therefore hesitated 
to remove her uterus without proof of malignant disease. 
Curettage on two occasions was negative. Repeatedly positive 
smears, however, expedited the operation which would have 
been necessary on clinical grounds for persistent postmeno- 
pausal bleeding. As expected, her operation proved to be very 
difficult; a submucous fibroid had apparently excluded a small 
adenocarcinoma from the exploring curette. The patient has 
remained well for four years. 
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Errors in Cytological Diagnosis 


False Positive Smears 

A false positive smear is defined as a positive cytological 
report where routine curettage and a ring biopsy (excision 
of the squamocolumnar junction and part of the lower 
cervical canal) or histology of the uterus removed at 
hysterectomy does not reveal either uterine carcinoma 
or carcinoma-in-situ. 

The incidence of false positive smears is given in table 1, 
which shows an error of 16%. In practice this error 


TABLE II—FALSE POSITIVE SMEARS 





— | Series A | Series B 
(1952-54) | (1954-56) Total 
No. of patients. . - a -- | 2250 2000 | 4250 
No. of positive smears a at 54 } 40 94 
No. of false positive smears .. oo | 6 | 10 16 


means that, in four years, our Unit had to admit only 
16 cases for full investigation (including ring biopsies) 
in which no significant lesion was found. 


False Negative Smears 

A false negative smear is defined as a negative cyto- 
logical report when investigations reveal either invasive 
carcinoma or carcinoma-in-situ. 

The incidence of false negative smears is given in table 
111, which shows that there were 11 (10%) false negative 
smears. Smears were reported negative in 3 of 53 patients 
with obvious carcinoma of the cervix. In retrospect 
2 smears were obvious errors in microscopic screening 
and 1 had been labelled as “‘ suspicious—please repeat ”’. 

In 7 of 32 cases of carcinoma of the corpus smears were 
reported as negative. In the vaginal-pool technique this 
error is apparently inevitable, partly because there is 
no constant supply of malignant cells in the vagina, per- 
haps owing to stenosis of the cervical canal, or more 
commonly because of massive dilution of a few malignant 
cells with blood. 


Borderline Smears 

In the early days of our work on cytological diagnosis 
borderline smears were common and demanded further 
smears and further clinical study. We did not, however, 
admit all patients with suspicious smears for curettage 
and ring biopsy. With growing experience and con- 
fidence in cytological diagnosis these “‘ suspicious—please 
repeat ” smears became fewer. For example, in series A 
(1952-54) there were 128 (5%); but in series B (1954—56) 
there were only 54 (25%). For this assay of cytological 
diagnosis we regarded borderline smears as negative. 
Repeat smears were taken in most of the borderline 
cases and a further climical report provided. 


Clinical Investigation Following Cytological Report 


In clinical practice a negative smear must be ignored— 
e€.g., postmenopausal bleeding must be fully investigated 
in the theatre irrespective of the cytological report. 


TABLE III—FALSE NEGATIVE SMEARS 





Series A Series B 
(1952-54) | (1954-56) Total 


Ma Peale Se A ad 2250 2000 4250 
| 
| 
| 





Invasive carcinoma: 
No. of proved cases ot se 
No. of related false negative smears 


50 35 85 


5 | 5 | 10 
Carcinoma-in-situ: 


No. of proved cases in situ. . “et 9 
No. of related false negative smears 1 


on 
_ 


On the other hand, with our knowledge of the accuracy of 
cytological diagnosis a clinician may not ignore a positive 
smear. The following investigations are obligatory: 

(1) Careful curettage of the endometrium and the cervical 
canal. 

(2) Ring biopsy of the apparently normal cervix—i.e., a 
biopsy specimen cut by a sharp knife to the shape of a dunce’s 
cap to include the whole squamocolumnar junction and much 
of the lower cervical canal. The specimens are then prepared 
for pathological studies which may necessitate serial sections of 
portions of the cervical biopsy specimen. 


Cervical Carcinoma-in-situ 

The histological diagnosis of carcinoma-in-situ is 
often difficult and depends on personal interpretation. 

Many lesions fall within the strict criterion—when the 
entire thickness of the squamous and in parts columnar 
epithelium is replaced by malignant cells—and these we have 
called typical carcinoma-in-situ. On the other hand, certain 
forms of abnormal cellular hyperplasia, though otherwise 
similar, may show maturation of the superficial squamez. Such 
a lesion, though not falling into the strict definition of carci- 
noma-in-situ, may strongly suggest malignant intra-epithelial 
change, sometimes more than the typical lesion. Such lesions 
we call “ equivocal carcinoma-in-situ ”. This epithelial change 
is quite distinct from simple epidermisation, which itself may 
give rise to bizarre patterns but is recognised as benign meta- 
plasia by the experienced pathologist. Galvin et al. (1955) 
describe three grades of basal-cell hyperplasia of the cervical 
epithelium and conclude that the third stage may progress to 
carcinoma-in-situ, although regression can take place (Peckham 
et al. 1954). We have seen equivocal carcinoma-in-situ merge 
into typical carcinoma-in-situ. 

It is certain that cytological examination does not pick 
up all carcinoma-in-situ—e.g., in this series we took a 
random biopsy specimen of an apparently innocent 
erosion which had yielded a negative smear; histology 
revealed definite carcinoma-in-situ. Nevertheless, since 
random biopsies are not included in our routine out- 
patient investigations, we can record that at present, 
the incidence of carcinoma-in-situ, diagnosed cytologic- 
ally in our vutpatient service, is almost 4 per 1000, 


Treatment of Carcinoma-in-situ 

The natural history of carcinoma-in-situ is not yet 
understood. It is, however, known that it can become 
truly invasive, involving lymph-nodes (Petersen 1955, 
Fletcher 1954). Complete removal of all carcinoma-in- 
situ is therefore obviously a method of preventing the 
subsequent development of cervical carcinoma. A young 
woman, however, may desire children, and it is natural 
for the clinician to seek out a conservative method of 
treatment which will preserve the function of the uterus 
without exposing the patient to a risk of fatal carcinoma. 

Conservative therapy is supported by the observations of 
Peckham et al. (1954) and Epperson et al. (1951), who showed 
that a carcinoma-in-situ might disappear spontaneously. 

Petersen (1955) has followed up 127 patients with carcinoma- 
in-situ for as much as ten years and has found that a third of 
them ultimately developed invasive carcinoma of the cervix. 

Our own experience of therapy is limited both in numbers 
and in length of follow-up. All our patients with positive 
smears undergo curettage and ring biopsy, which may cure 
carcinoma-in-situ and allow prolonged follow-up study with 
further clinical and cytological examination. On the other 
hand, a ring biopsy may not be adequate therapy, and more 
radical treatment then becomes necessary. 


Ring Biopsy and Follow-up 
Of our 16 patients with carcinoma-in-situ 9 were 
treated by ring biopsy, and at present they are under 
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TABLE IV-——-INCIDENCE OF CARCINOMA-IN-SITU 
Series A Seri 
(1952-54) (954-56) Total 
Total 2250 2000 | 4250 
Typical carcinoma-in-situ ; 4 9 
Equivocal carcinoma-in-situ . , 4 3 | 7 


observation with three visits to the clinic each year or 
more often if there is need. 6 patients have been followed 
up for more than eighteen months and 3 for more 
than three years. 

A ring biopsy amounts to removal of a cone-shaped part of 
the portio vaginalis and lower canal; so in our unit we keep the 
patient in hospital from eight to ten days, for fear of secondary 
hemorrhage. The cervix looks perfectly normal in about three 
months; normal mucous secretion may be expected with 
normal function and perhaps conception in the sexually mature 
woman. 2 of our patients conceived after ring biopsy, 1 
proceeding to term and the other aborting at three months. We 
did not consider that our ring biopsy had disturbed the upper 
cervical canal sufficiently to be a factor in the abortion. Had 
the cervix been amputated, however, as in a plastic repair for 
prolapse, this would almost certainly have been the important 
factor in causing the abortion. 

A deep ring biopsy may therefore be an adequate form 
of therapy. 

Radical Ablation 

Three radical hysterectomies with gland dissection 
(table Iv, cases 4-6) were done because we felt that 
there was a real risk of invasive carcinoma coexistent 
with carcinoma-in-situ; in fact, we found only an in-situ 
lesion persisting in 2 and no abnormality in 1 specimen. 

Simple hysterectomy was done in case 9, one of our first 
cases where the smears remained positive after a punch biopsy 
—i.e., a “‘ therapeutic ” ring biopsy (which we would now do) 
was replaced by hysterectomy in this patient, a woman aged 32 
with four children. 

In case 7 hysterectomy was done not for persistent carcinoma- 
in-situ after ring biopsy but after three years for severe 


menorrhagia. 
We removed the uterus of a patient of 50 (case 10), whom 


we could not follow up adequately. 


Teamwork and Need for Follow-up 


The value of a weekly or twice-monthly conference of 
the members of the diagnostic team (clinicians, patholo- 
gist, and cytologist) has been proved repeatedly in our 
experience. The clinical notes and sections are also avail- 
able for discussion; details of age, parity, desire for chil- 
dren, and the likelihood that the patient can be followed 
up before coming to a decision on therapy are established. 


TABLE V—-OPERATIONS FOR CARCINOMA-IN-SITU 


— Ags Reason for hysterectomy Operation Specimen 
4 37 | Widespread carcinoma-in- Wertheim’s Residual 
situ in patient who had carcinoma 
already carcinoma of in situ 
vulva 
5 35 Smear +ve after ring biopsy Wertheim’s | No carcinoma- 
in-situ 
6 54 Smears +ve 5 mos. after Wertheim’s Residual 
ring biopsy; at first she carcinoma- 
refused admission in-situ 
7 42  Menorrhagia 3 yr. after ring Hysterectomy No carcinoma- 
biopsy in-situ 
8 46 Smear still + ve 3 mos. after Hysterectomy Residual 
ring biopsy and bilateral carcinoma- 
salpingo- in-situ 
oophorectomy 
9 32. Smear +ve after punch Hysterectomy Residual 
biopsy carcinoma- 
in-situ 
10 50 Follow-up impossible Hysterectomy No residual 
carcinoma- 
in-situ 


In more detail the following questions are put down for 
discussion at our weekly conferences: 

(1) Has the clinician cut an adequate ring biopsy specimen 
for a diagnosis of carcinoma-in-situ, or is a further biopsy 


necessary ? 
(2) Is it possible to exclude invasive carcinoma from this 


specimen ? 
(3) Has the knife obviously cut across the carcinoma-in-situ so 
that positive smears may be anticipated from a residual lesion ? 
The decision on treatment, although made by the 
clinician, is based on information given by the pathologist 
and cytologist and then only after joint discussion. 


Comments 

Although cytology may be of value to the clinician in 
the diagnosis of invasive cancer of the uterus, our experi- 
ence suggests that only rarely will the technique discover 
an unsuspected lesion. The most important use of cyto- 
logy lies in its ability to lead the clinician to a diagnosis 
of carcinoma-in-situ in the clinically normal cervix. We 
are offered not only the prospect of a diagnosis of carci- 
noma-in-situ but also the opportunity to study the con- 
dition. In our Unit cytology has been closely integrated 
into the practice of gynecology, and it has therefore been 
possible to make a full study of each case, to plan adequate 
therapy, and to arrange follow-up. 

Cytology has therefore given us the opportunity of 
making a long-term study of carcinoma-in-situ, ultimately 
with the object of understanding its natural history. Any 
study of this kind where invasive carcinoma is a possible 
outcome inevitably raises an ethical problem so that 
removal of the uterus may often appear to offer an easy 
solution. From our limited experience, however, we have 
found that a deep ring biopsy may prove to be adequate 
therapy provided that follow-up is carried out by the 
clinician and cytologist. Conservative therapy is of course 
of special importance to the younger woman desirous of 
a child or further children. 


Summary 

The chief function of cytology is to lead the clinician 
to discover carcinoma-in-situ in the clinically normal 
cervix. The surprise positive or pick-up rate of this 
lesion in our gynzcological outpatients is 3-5 per 1000. 

Cytology may also lead to a diagnosis of early invasive 
carcinoma of the cervix or of the corpus. 

Of 16 cases of carcinoma-in-situ 7 were treated by 
hysterectomy or extended hysterectomy; 9 were treated 
simply by ring biopsy and careful follow-up. 

Carcinoma-in-situ is rare and is related to the develop- 
ment of carcinoma. There is need for long-term research 
by clinicians, who should pool their experience over the 
coming years. 

We wish to acknowledge the valuable work of our colleagues, 
Mr. M. J. D. Noble, first assistant, and Dr. R. B. Parker, lecturer, in 
the Department of Obstetrics and Gynaecology. We also wish to 
acknowledge the financial support and equipment given to us by the 
British Empire Cancer Campaign and finally the Royal College of 
Obstetricians and Gynzcologists, which asked us to carry out this 
study and provided considerable help through its Scientific Advisory 


Committee. 
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MALIGNANT granuloma of the nose has been known to 
otorhinolaryngologists since its original description in 
1897 by McBride. Cases have been recorded under this 
name (Woods 1921), and also as progressive lethal 
granulomatous ulceration of the nose (Stewart 1933), 
lethal midline granuloma (Williams 1949), and granuloma 
gangrenescens (Bergquist and Koch 1949, Breckenridge 
et al. 1954). 

Usually in a young adult or in early middle age, the 
disease starts as a localised granulomatous lesion of the 
nose, paranasal sinuses, middle ear, or nasopharynx, and 
progressively destroys the nose, face, and pharynx with 
little apparent resistance. Death occurs from cachexia or 
severe hemorrhage, rarely from meningitis. Histological 
examination shows necrotic granulomatous tissue and a 
non-specific cellular reaction; giant cells are not found, 
and no organism is consistently isolated. Friedmann 
(1955) describes this as the “ classical”’ form of the 
disease, and notes the occurrence in some cases of diffuse 
systemic lesions accompanied by a widespread necrotising 
angiitis, which leads him to identify these cases with 
Wegener’s (1936, 1939) granulomatosis. References to 
systemic lesions can be found (Bonne and Lodder 1929, 
Hall 1934, Greifenstein 1937, Bergquist and Koch 1949, 
and Alexander 1954), though Spear et al. (1956), report- 
ing another case, conclude that the systemic nature of 
malignant granuloma is not generally appreciated. 

In many cases a generalised vasculitis has been found, 
and several workers (Klinger 1931, Wegener 1936, 1939, 
Weinberg 1946, Stratton et al. 1953, Godman and Churg 
1954, Walton and Leggat 1956, Friedmann 1955) have 
suggested that the disease may be a form of polyarteritis 
nodosa. Among 111 cases of polyarteritis nodosa 
reported by Rose and Spencer (1957) upper respiratory 
granulomata were an early feature in 5. Necrotising or 
granulomatous lesions, not demonstrably related to 
arteries, were seen in various organs. 

Malignant granuloma is uncommon. In 1956 Spear et 
al. could find only thirty-nine reported cases with 
necropsy. We have observed four cases, which we 
describe here because they have led us to certain thera- 
peutic conclusions which other observers may be able to 
try before we can. 


Case-reports 


Case 1.—A male Jamaican, aged 42, developed pain over 
the left maxillary antrum, with mucoid discharge from the left 
nostril, in April, 1954. Treatment by antral washouts and 
penicillin gave temporary relief, but symptoms recurred at 
about six-monthly intervals. In January, 1956, he began to 
have 4-day bouts of malaise, shivering, sweating and tempera- 
ture up to 103°F, and he was admitted to hospital in June, 1956. 

He was weak and febrile, with swelling and acute tenderness 
below the left eye. The left antrum was radiologically opaque. 
Staphylococcus pyogenes and Escherichia coli were grown from 


antral washings. By this time he had bilateral lumbar pain, 
varying with the height of fever. There were 2-4 parts per 
1000 of protein in the urine. Blood-urea, 40 mg. per 100 ml. 
Specific-gravity range of urine, 1014-1004. Urea-clearance, 
53-57 of normal. Intravenous pyelogram normal. 

Bed rest was followed by improvement, but fever and antral 
pain recurred with epistaxis in August, 1956. Ankle oedema 
appeared, the liver and spleen became palpable, and bilateral 
fluffy exudates and one hemorrhage developed in the fundi 
oculi. Blood-pressure (B.P.) 150/90 mm. Hg, hemoglobin (Hb) 
88°, white-cell counts 5000 per c.mm. with a normal differ- 
ential; erythrocyte-sedimentation rate (E.S.R.) 46 mm. in 
the first hour. Blood-culture sterile. Wassermann reaction 
(w.R.) negative. Total serum-protein 5-8 g. per 100 ml. 
(albumin 3-2 g.), with a rise in both alpha-globulins on 
electrophoresis. 

Tetracycline treatment produced no change in signs. 
Inferior-turbinate biopsy showed non-specific histiocytic 
granulation tissue, with small areas of necrosis. No giant cells 
or vasculitis were seen. 

A Caldwell-Luc operation was performed in November, 
1956. Proteinuria continued and increased to 8 parts per 1000. 
Renal biopsy showed interstitial fibrosis with dilated tubules 
filled with protein-like “colloid” material; there was no 
evidence of a definite glomerular abnormality, and there were 


no granulomatous or vascular changes. 


His deterioration was steady, unaffected by treatment with 
cortisone 250 mg. daily, prednisone 80 mg. daily, or iodides 
4-5 g. daily. In December, 1956, he had earache and some 
deafness on the left. An ulcer appeared on the left palate, 
perforating into the nose and spreading to the fauces, Local 
irradiation was of no benefit. His blood-urea rose to 147 mg. 
per 100 ml., and he died in uremia in January, 1957. Necropsy 
not permitted. 

Case 2.*—A woman clerk, aged 28, had a bilateral intranasal 
antrostomy in September, 1949, for chronic nasal obstruction. 
In mid-January, 1951, she felt ill and had severe left frontal 
headache. She did not improve with antral washouts ; anorexia, 
vomiting, and drowsiness led to hospital admission on Feb. 27, 
1951. Temperature 105°; pulse-rate 130. The nasal septum 
was deviated to the left. There was a free watery discharge 
from the left nostril, and posteriorly pus was dripping into the 
hypopharyhx. The left frontal and maxillary sinuses were 
tender. 

Penicillin, streptomycin, and sulphadimidine produced no 
improvement. Left antral washouts yielded mucopus and 
blood-clots. On March 2, 1951, the liver was easily palpable, 
and so was the tip of the spleen. Swelling over the antrum 
increased despite the use of chloramphenicol and aureomycin. 
The temperature ranged between 99° and 104°F. Hb 92%; 
white cells 3200 (polymorphs 36°%,); E.s.R. 18 mm. in the first 
* Briefly reported by Mr. F. W. Watkyn-Thomas in the Medical Annual, 

1952; p. 242. 








Fig. 1—Case 2: nasal biopsy specimen. Necrotising non-specific 
inflammatory reaction. ( 60.) 
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hour; flocculation tests negative. Prothrombin concentration 
56°. Sternal marrow normal. Urine contained 2 parts per 
1000 of protein and many granular casts. Blood-urea 18 mg. 
per 100 ml. w.R. negative. Blood-culture sterile. 

A 10-day course of corticotrophin made her no better. A 
wide exploratory operation was carried out on April 4, 1951. 
Necrotic tissue extended into the antrum and the ethmoid and 
sphenoid air cells. Histological examination showed a non- 
specific granuloma with large areas of necrosis. The palate 
ulcerated through into the antrum. She died on May 22, 1951, 
after a violent epistaxis from the left nostril. 

Post mortem the local lesion showed no evidence of giant 
cells or vascular changes (fig. 1). The liver weighed 1310 g. and 
the spleen 235 g.; no systemic lesions were demonstrated in 
them or any other organ. 


Case 3.—An hotel night porter, then aged 22, had an abscess 
below his right ear drained in July, 1947. A year later he 
noticed enlarged glands in the right posterior triangle of the 
neck. White-cell count and chest radiograph were normal, 
and the glands subsided on penicillin treatment. In October, 
1948, a swelling in the left nostril appeared and became larger 
despite penicillin treatment. Biopsy showed pleomorphic 
highly cellular granulation tissue with incipient necrosis but 
no vascular changes. 

He was admitted to hospital in January, 1949, by which time 
his left nostril was obstructed by a large crust-covered ulcer 
involving the left turbinate bone and extending into the 
vestibule of the nose. He was febrile and ill. Haemoglobin 
88°, ; W.R. and Kahn negative; sternal marrow normal. Weak 
positive colloidal-red and cephalin-cholesterol tests. Chopra 
and formol-gel tests negative. Blood-culture sterile. 

In mid-February a crop of subcutaneous nodules, raising 
and attached to the skin, appeared on the front of the chest. 
Temperature remained between 101° and 103°F. Urine 
contained 0-8 parts per 1000 of protein. Blood-urea 90 mg. 
per 100 ml. 

On March 6, 1949, he became stuporous, jaundiced, and 
incontinent. Serum-bilirubin 6 mg. per 100 ml. He died 3 


days later. Neither local lesion nor general condition were 
influenced by sulphonamide, penicillin, streptomycin, or 
neoarsphenamine. 


Post mortem there was no systematised vasculitis, but there 
were non-specific granulomatous inflammatory changes in the 
epididymis and the subcutaneous fat and the corium of the 
skin. In the liver there was centrilobular necrosis due to 
congestion. No other abnormalities were found. 


Case 4.—A housewife, aged 25, developed acute right 
maxillary sinusitis, with bloody :sasal discharge, in February, 
1954. She had a temperature of 99-6°F and radiographs 
showed an opaque right antrum. Culture of antral washing 
yielded Streptococcus viridans and pneumococci. There was 
no albuminuria. 





Fig. 2—Case 4: kidney. Glomerulus showing proliferative cap- 
sulitis (epithelial crescent). (x 300.) 


Nasal discharge continued, and granulation tissue formed on 
both sides of the nasal septum. Biopsy of this showed non- 
specific inflammatory tissue without necrosis and without giant 
cells. 

In April, 1954, she became deaf and developed otorrhea 
with an anterior perforation of the right eardrum. Despite 
penicillin treatment the nasal cartilage quietly collapsed 
producing a saddle nose in May. A profuse epistaxis brought 
her into hospital. 

She was anemic and had a macular rash on the extensor 
aspects of elbows and knees. Her blood-pressure was 150/90, 
and she had slight cedema of the ankles. Haemoglobin 47%. 
White cells 21,200 per c.mm. (91% polymorphs) ; £.s.R. 120 mm. 
in the first hour. Blood-culture sterile. W.R. and Kahn negative. 
The urine contained protein 2-4 parts per 1000 and also many 
erythrocytes and occasional granular casts. Blood-urea 110 mg. 
per 100 ml. Chest radiograph: two rounded opacities in the 
left midzone and some basal congestion. She became oliguric, 
and died in uremia with a blood-urea of 225 mg. per 100 ml. 

The postmortem findings (Dr. D. H. Haler) included a 
necrotising vasculitis in the kidneys and spleen, with a wide- 
spread proliferative capsulitis (crescent formation) of the renal 
glomeruli (fig. 2). The association of these changes with a nasal 
granuloma is characteristic of Wegener’s granulomatosis; 
according to Godman and Churg (1954), the essential features 
of Wegener’s granulomatosis are (1) a necrotising granuloma 
of the respiratory tract, (2) generalised vasculitis, and (3) 
glomerulonephritis—all of which were present in this case. 

Discussion 

All these cases showed progressive destructive lesions 
in the nose or paranasal sinuses, without demonstrable 
bacterial or neoplastic cause. All patients had intermittent 
fever, and systemic involvement was suggested clinically 
by hepatomegaly (two cases), splenomegaly (two), 
lymphadenopathy (two), subcutaneous nodules (one), 
retinitis (one) (cf. Lindsay et al. 1944, Williams 1949 
(case 1), Howells 1955 (case 2)), and epididymitis (one), 
(cf. Fahey et al. 1954 (case 3)). All the patients also 
had albuminuria, though this was transitory in one, and 
three had terminal azotemia, though none developed 
hypertension. Radiographs suggested lung lesions too 
in one case. Two patients appeared to die from renal 
failure, one from hemorrhage, and one from toxzmia. 

These cases, we suggest, form an arc extending from 
the local lesions to the full recognisable picture of 
Wegener’s granulomatosis. Cases 1 and 2 had character- 
istic local lesions of ‘‘ malignant granuloma of the nose ”’. 
There was strong clinical suggestion of systemic involve- 
ment, though this was not demonstrated histologically. 
Case 3 had again local lesions characteristic of this type. 
The systemic lesions histologically were non-specific and 
no definite arteritis was seen. Case 4 had the so-called 
Wegener’s granulomatosis with arteritis. 

We have been impressed by the consistent shape of the 
illness, which has three stages: 

1. A minor rhinolagical lesion (usually nasal obstruction), 
with serosanguinous discharge or sinusitis, commonly followed 
by operation. At this stage there is no indication of the future 
course of the disease. 

2. The development of a local destructive granuloma. 

3. The late appearance of systemic lesions. 

The patient may die at stage 2 from local complications, 
or at stage 3 from either local or systemic effects—com- 
monly renal failure. 

Though the etiology of the condition is at present 
unknown, Watkyn-Thomas (1952) speaks of “‘ a general 
belief that hypersensitivity either to a toxin or an organism 
must play some part in the disease as we see it in the nose.” 
Williams (1949) and Godman and Churg (1954) also 
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emphasise the role of hypersensitivity. We, too, think 
that a hypersensitivity reaction of some sort is the most 
probable explanation of the systemic lesions. Hyper- 
sensitivity is known to be associated with granulomatous 
lesions (Goddard 1947), vasculitis, and renal damage— 
both when it is induced experimentally (Zeek et al. 1948, 
Rich et al. 1943) and when it occurs in man in such 
diseases as polyarteritis nodosa (Klinge 1933, Klemperer 
1942, Teilum 1946). 

Neither antibiotics nor steroids seem to have produced 
more than short-lived temporary improvement in those 
patients who have died from the effects of the local lesion. 
X-ray therapy does, however, seem to have been definitely 
beneficial in some cases (Glass 1955, Howells 1955), and 
Ellis (1955) writes enthusiastically of its use. Hultberg et al. 
(1957), in the light of their experience of ten cases, recom- 
mend the use of combined steroid hormones and X rays 
in the treatment of the local granuloma. 

If further experience shows that radiotherapy is capable 
of halting the local lesions, it becomes even more impor- 
tant to prevent the development of systemic lesions. No 
treatment so far reported has been of any value once they 
have appeared. If they are due to hypersensitivity 
reaction, then the use of antibiotics can be of no value 
and may even be provocative. Steroid treatment, on the 
other hand, would be rational. Williams (1952), reviewing 
the use of steroids in otolaryngorhinology, remarks that 
they offer a chance of saving the life of a patient suffering 
from malignant granuloma. Their use has so far proved 
disappointing, but this may well be because they have 
been given too late. 

In our view, if a patient develops malignant granuloma, 
treatment with full doses of steroids should be started 
at once. This could be combined with local radiotherapy. 
It seems that only a combination of irradiation and 
adequate cortisone therapy may yield better results. 
Antibiotics should be avoided. This is how we shall 
treat the next case we see, and we make the suggestion 
now, for it will probably be many years before we have 
the opportunity ourselves of observing its value. 


Summary 
Four fatal cases of malignant granuloma of the nose 
are described. Three of these had systemic involvement. 
Steroid hormones may have a place in treatment. 


Our thanks are due to Mr. F. W. Watkyn-Thomas, Miss J. Wadge, 
and Prof. M. L. Rosenheim for permission to use case-records. 
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EFFECT OF CHLOROTHIAZIDE ON THE 
HYPOTENSIVE ACTION OF MECAMYLAMINE 
AND ON ITS URINARY EXCRETION 
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It has been reported that chlorothiazide potentiates 
the action of hypotensive drugs (Freis and ‘Wilson 1957, 
Hollander and Wilkins 1957, Tapia et al. 1957). This 
finding is described in the case of hypotensive agents 
with widely varying modes of action, including ganglion- 
blocking drugs (such as mecamylamine, pentolinium, and 
chlorisondamine) and also veratrum alkaloids, reserpine, 
and hydrallazine. Chlorothiazide is effective in increasing 
urinary sodium excretion, and sodium depletion is known 
to enhance the effect of ganglion-blocking agents (Smirk 
and Alstad 1951). It is reasonable to suggest, therefore, - 


‘that the potentiating effect of chlorothiazide is due to its 


action in causing a sodium diuresis. 

Chlorothiazide is also a powerful carbonic-anhydrase 
inhibitor in vitro. In vivo, Ford et al. (1957) have shown 
that an increased excretion of bicarbonate and a rise in 
urinary pH follow the administration of the drug. The 
excretion of mecamylamine is increased in the presence 
of an acid, and decreased in the presence of an alkaline 
urine (Baer et al. 1956); and acetazolamide, the diuretic 
effect of which is due entirely to its action as a carbonic- 
anhydrase inhibitor, causes retention of mecamylamine 
in the body, thus increasing the hypotensive effect (Milne 
et al. 1957). The similar carbonic-anhydrase inhibiting 
property of chlorothiazide suggests that this drug might 
also promote the retention of mecamylamine—a hypothesis 
which is supported by the following observations. 


‘Observations 


An increased hypotensive action was noted when 
chlorothiazide was given to an outpatient who was 
already receiving mecamylamine. 


A man, aged 48, with severe benign hypertension, whose 
blood-pressure was difficult to control despite a total daily 
dose of 50 mg. of mecamylamine, was given chlorothiazide in 
addition (0-5 g. twice daily). After the first dose he noticed 
an increase in the weakness which had been a complaint ever 
since he had been taking mecamylamine, together with severe 
dryness of the mouth and increased blurring of vision. The 
patient spontaneously described his symptoms as an 
“ amplification” of the familiar effects of mecamylamine. 
When he was next seen, a week after chlorothiazide had been 
started, his blood-pressure was 145/95 mm. Hg (standing up), 
compared with the readings of 190/120-250/150 recorded 
during the previous twelve months; and this effect has been 
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Fig. 1—Urinary excretion of mecamylamine after an oral dose 
of 10 mg. 


maintained by continuing chlorothiazide, though on a smaller 
dose (0-25 g. daily) which makes the regime more tolerable. 


Excretion of mecamylamine in the urine was measured 
in three inpatients. 

(1) In a woman aged 52, with benign hypertension and 
normal renal function, the urinary excretion of mecamylamine 
after single oral doses of 10 mg. was estimated before and 
during a period of treatment with chlorothiazide 0-5 g. thrice 
daily (fig. 1). The twenty-four-hour excretion of mecamy- 
lamine was significantly depressed while chlorothiazide was 
being administered. 

(2) Fig. 2 shows observations made on a hypertensive 
patient aged 53, receiving 7-5 mg. mecamylamine twice daily. 
The addition of chlorothiazide 0-5 g. thrice daily to his treat- 
ment was followed by a striking fall in blood-pressure, with 
severe postural hypotension; on the third day after chloro- 
thiazide had been started he was complaining of weakness, 
blurring of vision, and dryness of the mouth, which had not 
troubled him previously, and mecamylamine had to be 
suspended. The urinary excretion of mecamylamine was 
reduced to about a third of the previous level when 
chlorothiazide was added (fig. 2). 

(3) In a man, aged 57, with type-11 nephritis and hyper- 
tension, the effect of chlorothiazide on urinary mecamylamine 
excretion is shown in the accompanying table. In the first 
three days after chlorothiazide was started the excretion of 
mecamylamine dropped by 30%, and this fall was most 
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evident during the first day on chlorothiazide. At the same 
time the patient complained of dryness of the mouth, and a 
further fall in blood-pressure was recorded. 


Discussion 


From these observations it is clear that the urinary 
excretion of mecamylamine is depressed by chlorothiazide. 
It is likely that this effect is due to the increase in urinary 
PH which follows administration of the latter drug. The 
consequent retention of mecamylamine in the body must 
contribute to the increase in hypotension when chloro- 
thiazide is given to a patient receiving mecamylamine, 
and this is borne out by the simultaneous increase in 
side-effects from ganglionic blockade noted in our 
patients. Mecamylamine retention was most pronounced 
on the first day of administration of chlorothiazide (see 
table). By the third day excretion had once again come 
into balance with the administered dose. As the hypo- 
tensive action and side-effects were still pronounced it 
seems likely that concentrations within the body had been 
set at a higher level. 

If this were the only result of combining the two drugs, 
little would appear to be gained. The claim, however, 
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that chlorothiazide can potentiate the hypotensive effect 
of such chemically varied drugs as pentolinium, reserpine, 
and hydrallazine, as well as mecamylamine, might 
indicate an additional mode of action, perhaps related to 
depletion of body-sodium. If such an additional effect is 
confirmed, this might play an important part when 
chlorothiazide is given together with another hypotensive 
agent over a long period. 

It has been suggested (Hollander and Wilkins 1957) 
that chlorothiazide alone may have a hypotensive action 
in some patients in the absence of treatment with any 
other known hypotensive agents, and that this action is 
too rapid in its onset for it to be due solely to sodium 
depletion. We have so far been unable to confirm this 
finding; in four patients who were given an intravenous 
injection of 0-5 g. chlorothiazide, and whose blood- 
pressure was recorded for two to six hours after the 
injection, no change in the level of blood-pressure and 
no postural hypotension were observed, despite pro- 
nounced sodium diuresis (120 mEq. in six hours in one 
case). Since an average of 90% of an intravenous dose 
of chlorothiazide is’ excreted in the urine within six 
hours (Beyer 1957, Milne 1958), this argues against any 
direct hypotensive action of the drug. 


Summary 


Administration of chlorothiazide increases the hypo- 
tensive effect of mecamylamine. 

This effect is due at least partly to decreased elim- 
ination of mecamylamine from the body. 


We thank Prof. J. McMichael and Dr. M. D. Milne for their help 
and advice, and Dr. Milne for the chemical estimations. 
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CHANGES IN SERUM-POTASSIUM LEVEL 
AND IN pH OF ARTERIAL BLOOD IN 
RESPIRATORY ACIDOSIS 


H. Priscitta S. FouLps 
M.B. Lond. 
JUNIOR MEDICAL REGISTRAR 
Davip MENDEL 
M.B. Lond., M.R.C.P. 

CHIEF ASSISTANT, MEDICAL UNIT 
ROBERT R. DE MOWBRAY 
M.A., D.M. Oxon., M.R.C.P. 

SENIOR MEDICAL REGISTRAR 

ST. BARTHOLOMEW’S HOSPITAL, LONDON, E.c.1 


EMmpuaslis has been placed on the occurrence of carbon- 
dioxide narcosis in emphysematous patients who develop 
acute respiratory infections and on the dangers of 
excessive oxygen therapy, but little attention has been 
paid to accompanying changes in the serum-electrolyte 
levels in these patients, though there have been several 
recent studies of electrolyte balance in respiratory acidosis 
and alkalosis induced experimentally. 

One of us (H. P. S. F.) observed severe hyperkalemia 
in 2 emphysematou$ patients in respiratory failure as the 
result of acute respiratory infections and with gross- 
mental disturbances and convulsive movements. One 
of these patients had been receiving intermittent oxygen 
therapy through a face-mask for some days; the other 
showed a further rise in the serum-potassium level 
after he had been treated in an oxygen tent. 

This observation prompted us to make further studies 
of serum-electrolyte levels in similar patients and to 
attempt to correlate them with changes in the pH of 
arterial blood. 

Material and Methods 

All the patients were men, aged 49 to 66 (mean 61), 
and had chronic brenchitis' and emphysema. They 
have been divided into three groups according to the 
method of study: 

Group 1 consists of the 2 above-mentioned patients in whom 
serial estimations of serum-electrolytes were made during 
their illness and severe hyperkalemia was repeatedly observed. 

Group 2 consists of 6 patients in whom serum-electrolytes 
were estimated before and after prolonged administration of 


oxygen. 

Group 3 comprises 8 patients in whom the pH of arterial 
blood was recorded in parallel with the estimation of serum- 
electrolyte levels before, during, and after inhalation of oxygen. 


Results 


Group 1: Serial Estimations of Serum-electrolytes 

Case 1.—A man, aged 56, had had bronchitis for ten years 
and an acute exacerbation following a respiratory infection 
three days before admission. 

On admission to Lambeth Hospital on Feb. 13, 1956, he 
had emphysema, bronchitis, and congestive cardiac failure. 
His blood-pressure was 140/90 mm. Hg. Radiography of his 
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chest showed emphysema and prominent pulmonary arteries 
but no consolidation. Electrocardiography showed right 
ventricular hypertrophy. 

Treatment and progress—The patient was treated with 
penicillin and ephedrine, and his condition gradually improved 
until three weeks after admission, when he became more 
breathless and cyanosed, with severe tachycardia and increased 
moist sounds at his lung bases. Intermittent oxygen therapy 
was given through a face-mask, and he was digitalised and 
treated with mercurial diuretics. A few days later he became 
disoriented and developed convulsions. A random sample of 
venous blood at this stage showed serum-potassium 7-0 mEq. 
per litre, sodium 125 mEq. per litre, chlorides 78 mEq. per 
litre, CO,-combining power 28 mEq. per litre, and urea 
200 mg. per 100 ml. The patient was then placed in an oxygen 
tent and given ‘ Resonium A’ in the dosage of 15 g. t.d.s. in 
an attempt to lower the serum-potassium level. From this 
time his condition gradually improved, and the serum- 
potassium and blood-urea levels fell towards normal; but the 
potassium level tended to rise again subsequently (fig. 1). The 
patient was transferred to a convalescent unit four and a half 
weeks after admission. Some months later it was learnt that 
he had died in another hospital, but no details are known. 


Case 2.—A man, aged 64, had had winter bronchitis for 
three years and had become increasingly breathless for three 
weeks, 

On admission to Lambeth Hospital on March 26, 1956, he 
had emphysema and an acute exacerbation of chronic bron- 
chitis but no congestive failure. His blood-pressure was 
145/80 mm. Hg. Electrocardiography showed tall P waves. 
‘Radiography of his chest showed no consolidation on admission, 
but bronchopneumonia appeared later. 

Treatment and progress.—The patient was given penicillin 
and streptomycin. Forty-eight hours after admission he was 
placed in an oxygen tent, in which he developed convulsive 
movements and became mentally confused. He complained 
of severe and continuous headaches and was found to have 
papilledema. The cyanosis was relieved when he was placed 
in the tent but recurred as soon as he was removed from it. 
On the second day of treatment in the tent a random sample of 
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Fig. 1—Blood-urea and serum-electrolytes in case 1. 
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Fig. 2—Blood-urea and serum-electro- 
lytes in case 2. 


state gradually 
returned to nor- 
mal, and the con- 
vulsions subsided. 
The blood-urea level remained normal throughout. Twenty- 
three days after admission, when he had been out of the 
oxygen tent for twelve days, he had a sudden attack of 
dyspnoea and died within three-quarters of an hour. 

Necropsy findings—Mucopurulent bronchitis with early 
bronchopneumonia, severe emphysema, moderate right ven- 
tricular hypertrophy and dilation and congestion of the liver, 
spleen, kidneys, and brain were found. 


TABLE I—SERUM ELECTROLYTES OF PATIENTS IN GROUP 2 


Blood- 





Serum-electrolytes (mEq. per litre) 
Case | Age —————- —— ae Gueneenen urea 
no. (yr.) ; . - (mg. per 
K Na Cl HCO; 100 ml.) 
3 65 Before O, 53 134 94 27:2 27 
After O, 5-8 140 97 28-1 25 
4 52 Before O2 5-1 137 94 28-6 43 
After O2 5-4 135 103 29-5 
5 64 Before U, 139 95 34-4 40 
After O, 5-9 142 98 33-9 43 
6 60 Before O, 48 142 33-5 30 
After O, 50 146 102 33-9 34 
7 64 Before O, 42 137 29-0 34 
After O, 42 129 101 29-9 35 
8 65 Before O, 43 137 99 24-0 22 
After O, 44 137 96°55 245 20 


Group 2: Serum-electrolytes Before and After Inhalation 
of Oxygen 

In view of the sharp rise of the serum-potassium level 
which followed the use of an oxygen tent in case 2 the 
effects of prolonged administration of oxygen on the serum- 
electrolytes were studied in emphysematous patients. 

Oxygen was given through a face-mask for three hours to 
each of 6 patients with chronic bronchitis and emphysema, all 


TABLE 1I—GROUP 3 


of whom also had pulmonary tuberculosis. Samples of venous 
blood were taken immediately before and after this period. 
The results (table 1) reveal a slight but probably significant 
rise in serum-potassium level in 1 of the patients and a rise of 
doubtful significance in 1 other. 1 other patient had significant 
hyperkalemia at the end of the oxygen inhalation, but unfor- 
tunately the initial potassium reading was spoilt. 
Group 3: Arterial Blood pH and Serum-electrolyte Levels 
Before and During Inhalation of Oxygen (table 11) 
Observations were made on 8 patients with chronic 
bronchitis and emphysema who had been admitted as 
emergencies to St. Bartholomew’s Hospital, in most 
cases within the previous twenty-four hours, with acute 
respiratory infections. These patients were similar to 
those in 
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respiratory 
failure in 3 
cases (in 1 of 
them a spon- 
taneous pneumothorax contributed to death), bronchopneu- 
monia in 1 case, and cardiac infarction complicated by auricular 
flutter and heart-failure in 1 case. 

Oxygen therapy was deliberately withheld for periods of up 
to three hours before the observations of arterial blood pH and 
serum-electrolytes were started. 

Measurement of pH of Arterial Blood 

Samples of blood were withdrawn through an indwell- 
ing Riley needle placed in the brachial artery. 

The pH was measured at 37-5°C at the bedside with the 
apparatus described by Mendel (1957). The accuracy of the 
measurement was +0-02 of a pH unit. 


Fig. 3—Blood-urea, serum-electrolytes, and pH 
of arterial blood in case 9. 
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The pH of five or 
more samples from 
each patient was 
determined. The 
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Arterial puncture 

was found to pro- 
voke slight hyper- 
ventilation in the 
first 5 patients 
studied; this in 
itself produced an ' 
initial change in pH. 
In the 3 remaining 
patients ventilation 
was therefore 
measured also. 

The resting pH : 
was in the, low normal range (mean value 7-39) in 7 of the 
8 patients, once the initial effect of hyperventilation had 
worn off. After oxygen breathing was started, the pH 
decreased (mean decrease 0-15 pH unit in a mean time of 
fifty-six minutes) and it was still decreasing in 3 of 5 patients 
when the oxygen was withdrawn. The most rapid decrease 
observed was from 7:31 to 7-05 in twenty-two minutes in case 9 
(table m and fig. 3), Case 10 showed the opposite effect: he 
was clearly hyperventilating throughout the period of oxygen 
breathing, and the pH of his blood increased steadily (table 1 
and fig. 4). 

The minute ventilation began to diminish about ten 
minutes after the inhalation of oxygen was started in 
the 3 patients in whom it was measured. After oxygen 
had been inhaled for an hour, the minute volume of 
ventilation had fallen to about 60% of the resting level in 


each patient—e.g., case 16 (table m and fig. 5). 
Measurement of the 
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Fig. 4—Blood-urea, serum-electrolytes, 
and pH of arterial blood in case 10. 
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In all the cases serum-sodium and serum-potassium were 
estimated by flame photometry, care being taken to avoid 
hemolysis of the samples. In 4 cases specimens of urine were 
collected immediately before and after the inhalation of 
oxygen, and each subsequent specimen passed during the 
first twenty-four hours was also saved; thereafter consecutive 
24-hour specimens of urine were saved for a few days. In each 
of the specimens of urine passed during the first twenty-four 
hours and each of the 24-hour collections the levels of sodium, 
potassium, and chloride were estimated. 

The initial serum-potassium level was significantly raised in 
only 1 of the 8 cases. In this case the serum-potassium level 
was 6-1 mEg. per litre and the blood-urea level 41 mg. per 
100 ml., both of these values being obtained on admission. 
The serum-potassium level had fallen to 4-4 mEq. per litre and 
the blood-urea level to 23 mg. per 100 ml. next day, when the 
studies of arterial blood pH and oxygen inhalation were made. 

Of the 7 other patients with initially normal serum-potassium 
levels 2 showed a significant rise in level during the inhalation 
of oxygen. In 1 of these the level rose from 5-1 to 7:2 mEq. 
per litre after forty minutes, with a corresponding decrease in 
arterial pH from 7-31 to 7-05, and fell towards the resting level 
only after three days, during which intermittent oxygen 
therapy was continued (fig. 3). The blood-urea level was 
normal on the first day of study but subsequently rose. In 1 
other patient the serum-potassium level rose from 5-1 to 5-9 
mEq. per litre after inhalation of oxygen for forty minutes but 
subsequently fell again towards the resting level during the 
next fifty minutes in. spite of the continued administration of 
oxygen. This was the patient in whom the pH increased 
during oxygen therapy instead of decreasing. The blood-urea 
level rose to 60-68 mg. per 100 ml. at this time (fig. 4). 

None of the 6 other patients showed significant changes in 
serum-potassium levels during or after the administration of 
oxygen. Raised serum-potassium levels were confined to the 
most seriously ill patients with mental changes. None of the 8 
patients initially showed a CO,-combining power in excess of 32 
mEq. per litre; in 4 patients the initial value was 28-32 mEq. per 
litre. The initial serum-chloride level was 89-100 (mean 94) mEq. 
per litre (table 11). In none of the patients did these levels or the 
serum-sodium levels show any definite trends on serial estima- 
tion, except in 2 patients in whom the CO,-combining power 
increased considerably during the first few days ; these were the 2 
patients Who showed sharp rises in serum-potassium levels during 
inhalation of oxygen, but the increase in CO,-combining power 
took place at the stage when the serum-potassium levels were 
falling again (cases 9 and 10, figs. 3 and 4). Unfortunately 
samples of urine were not collected from these 2 patients. 
None of the other patients showed any significant trends in 
the excretion of electrolytes ; in particular there was no obvious 
retention of potassium. 

. Discussion 
Carbon Dioxide Retention 

The mechanism of carbon-dioxide narcosis in emphys- 
ematous patients and the accompanying rise of pCO, 
and decrease of pH in the arterial blood, as well as the 
exacerbation of these changes which may result from 
excessive oxygen therapy, have been fully discussed by 
other workers (Taquini et al. 1948, Donald 1949, 1953, 
Comroe et al. 1950, Motley 1950, Hickam et al. 1952, 
Westlake et al. 1955, Sieker and Hickam 1956, Simpson 
1957, and others). All agree that excessive administration 
of oxygen in emphysematous patients may lead to 
diminished ventilation, inadequate elimination of carbon 
dioxide by the lungs, retention of carbon dioxide in the 
blood, and acidemia. 

The pH of the arterial blood decreased with surprising 
rapidity in our patients and was still decreasing after 
three hours’ administration of oxygen. 

A ventilatory deficit of as little as 1 litre per minute 
may cause the retention of as much as 2 mEq. of carbon 
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dioxide a minute. That the pH of the blood does not 
decrease more profoundly still is due to the buffer 
capacity of the blood and the tissues. 

A compensatory rise in the blood-bicarbonate level 
may take place in respiratory acidosis. Dorman et al. 
(1954) have shown that inhalation of a mixture of carbon 
dioxide and oxygen leads toa rise in the pCO, and a decrease 
in pH in the blood in dogs, and that this is promptly 
followed by an increased reabsorption of bicarbonate- 
bound base by the renal tubules; the degree of reabsorp- 
tion is related to the arterial pCO,. They suggest that 
raised pCO, speeds up the hydration of carbon dioxide to 
carbonic acid by carbonic anhydrase in the tubular cells, 
and that this increases the available supply of hydrogen 
ions, which are in turn exchanged for base bound by 
bicarbonate in the tubular urine. The serum-bicarbonate 
level rose significantly only in the most severely ill 
patients in our series (cases 1, 2, 9, 10, and 13). In 3 of 
these 5 patients the bicarbonate response was delayed 
for a few days after the start of oxygen therapy and was 
preceded by a rise in serum-potassium level (figs 1, 3, and 
4). The 4th patient (case 2) had already had intensive 
oxygen therapy for twenty-four hours before chemical 
estimations were made, and both the serum-bicarbonate 
and the serum-potassium levels were raised by that time. 
Cohn et al. (1954) likewise observed that secondary 
changes in whole-blood buffer base were slow to develop 
in respiratory acidosis. 

Potassium 

Hyperkalemia appears to develop only occasionally, 
mainly in the most severe cases with carbon-dioxide 
narcosis. There are several possible explanations of hyper- 
kalemia in these patients and of the tendency of the serum- 
potassium level to rise during the administration of oxygen. 

Hyperkalemia in general may result from an increase 
in total body-potassium, as in renal failure and in adrenal 
insufficiency, or it may be due to transfer of potassium 
from the cells to the extracellular fluid, which may 
result from anoxia, from dehydration, or from de- 
glycogenation of the liver after the release of adrenaline. 
Excess extracellular potassium due to transfer from 
cells is normally eliminated through the kidneys, and 
persistent excess usually indicates impaired renal function 
(Elkinton and Danowski 1955). None of our patients 
showed evidence of adrenal insufficiency. Urea was not 
invariably retained in the patients who had hyper- 
kalemia, nor did the serum-potassium levels always 
change in parallel with the blood-urea levels. In case 1 
hyperkalemia was initially observed in the presence of 
severe retention of urea, but it persisted and even tended 
to increase again after the blood-urea had returned almost 
to normal. All 3 patients with hyperkalemia in group 3 
had retention of urea at the same time or soon after- 
wards, but in 2 of them the serum-potassium level rose 
within forty minutes of inhalation of oxygen, the initial 
levels being not significantly raised. In case 2 the serum- 
potassium level reached the highest value in the whole 
series despite persistently normal blood-urea levels. The 
speed at which the level rose in the 2 patients in group 3 
during the administration of oxygen is more in keeping 
with a transfer of potassium from the cells to the extra- 
cellular fluid than with renal retention of potassium, but 
it is possible that both mechanisms may come into play. 

Few clinical observations of this kind appear to have 
been published. 

Lovejoy et al. (1954) reported serum-potassium levels of 


- 


6:0 and 5-45 mEq. per litre in 2 patients with respiratory failure 
associated with acidosis and retention of carbon dioxide. Both 
these patients developed narcosis during continuous oxygen 
therapy, and their serum-potassium levels rose to 7:1 and 6-4 
mEq. per litre. The blood pH and the serum-potassium levels 
returned towards normal when the patients were treated with 
artificial positive-pressure respiration. 

Cherniack (1956) mentions a similar patient in whom the 
serum-potassium level was initially about 6 mEq. per litre and 
fell to normal after positive-pressure respiration. 

Schwartz et al. (1955) reported serum-potassium levels of 
5-4-6:2 mEq. per litre in 5 of 15 patients with cor pulmonale, 
in some of whom these levels tended to fall as the patients 
responded to acetazolamide. 

None of these workers comments on the serum-potassium 
levels, which are reported incidentally. 

Thomson (1957) has made detailed studies of changes in 
acid-base balance and serum-electrolyte levels in patients with 
bulbar poliomyelitis. These patients developed carbon- 
dioxide retention and acidosis.. When artificial respiration was 
applied, the pCO, decreased, the pH increased, the serum-potas- 
sium and serum-bicarbonate levels fell, and the serum-chloride 
level rose. When respiratory obstruction occurred as the result 
of aspiration of secretions, the potassium levels rose to nearly 
twice the previous value. The changes in extracellular potas- 
sium (the extracellular volume being estimated from the 
chloride space) were greater than could be explained by changes 
in extracellular volume or in renal excretion, and it was thought 
that they were due to transfers from cells. 

Experimental Studies in Animals and Man 

Asphyxia in animals is associated with abrupt and 
striking rises in serum-potassium levels (D’Silva 1934) 
amounting to more than 40% in dogs (Dennis and Mullin 
1938) and nearly 100% in cats (Cattell and Civin 1938). 
Inhalation of mixtures of carbon dioxide and oxygen 
also induces striking rises in serum-potassium levels in 
animals. These changes do not entirely depend on renal 
mechanisms. They are greater after ligation of the 
ureters and after nephrectomy but occur also when renal 
function is normal. They are directly correlated with 
changes in the pH of the arterial blood and appear to 
result from transfer of potassium from the cells to the 
extracellular fluid in exchange for hydrogen ions, this 
being part of the tissue buffering mechanism in response 
to acidosis (Mackay 1947, Scribner and Burnell 1955, 
Scribner et al. 1954, 1955, Giebisch et al. 1955). Relatively 
small changes in serum-potassium levels have been 
reported in respiratory acidosis induced experimentally 
in man, but the concentrations of carbon dioxide inhaled 
have usually been lower than those applied to animals. 
In experiments on man potassium ion appears to play a 
relatively insignificant role in the tissue buffer response 
(Elkinton et al. 1953a and b, 1955). Usually the effects of 
respiratory alkalosis induced by hyperventilation in animals 
and in man are exactly the reverse of those occurring in 
acidosis: potassium ion is transferred from the, extra- 
cellular fluid to the cells and is excreted in the urine in 
increased amounts. (Stanbury and Thomson 1952, 
Elkinton et al. 1955, Giebisch et al. 1955, Scribner and 
Burnell 1955). On the other hand, Hickam et al. (1956) 
observed a mean rise in serum-potassium level from 
40 to 5:2 mEq. per litre following voluntary hyper- 
ventilation for about two minutes in healthy men. The 
role of potassium ion in the regulation of acid-base balance 
has also been demonstrated in metabolic acidosis and 
alkalosis induced by the administration of such salts as 
ammonium chloride and sodium bicarbonate respectively. 
Extracellular potassium levels increase in direct correla- 
tion with the decrease in pH in metabolic acidosis in 
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animals; the potassium appears to be derived from the 
tissue cells, because there is no significant change in 
the potassium content of the red blood-cells. The 
potassium changes are independent of the total body 
content of potassium, because they stiil take place when 
the body is depleted of potassium by the administration 
of deoxycortone acetate (Abrams et al. 1951, Keating and 
Weichselbaum 1953, Burnell et al. 1956). In man the 
serum-potassium level remains constant in metabolic 
acidosis induced by the ingestion of ammonium chloride, 
despite diminished absorption and increased excretion 
of the ion, indicating that potassium must have been 
transferred from the cells to the extracellular fluid 
(Sartorius et al. 1949). Again, exactly the reverse changes 
were observed by the same workers in experimental 
metabolic alkalosis. 

The source of the excess extracellular potassium is not 
fully understood. Keating and Weichselbaum (1953) found 
no evidence that it was derived from the red blood-cells in 
metabolic acidosis. The potassium content of the isolated 
amphibian and rat diaphragm muscle in saline solution 
is reduced by increased carbon-dioxide tension (Fenn 
and Cobb 1935, Creege 1952, 1953); so perhaps the excess 
potassium is derived from the muscles. Alternatively, 


it may be derived from the breakdown of glycogen in * 


the liver under the influence of adrenaline. 

The rises in serum-potassium levels during the adminis- 
tration of oxygen in 2 of the patients in group 3 were 
correlated with sharp changes in the pH of the blood. In 
case 9 (fig. 3) the increase in pH was presumably due to 
an exacerbation of the already existing hypercapnia 
resulting from the removal of the anoxic stimulus to the 
respiratory centre. In case 10 (fig. 4) the pH increased 
rather than decreased, concurrently with the rise in 
serum-potassium level, and this increase in pH appeared 
to be due to hyperventilation. This patient resembles the 
healthy people studied by Hickam et al. (1956) in that the 
serum-potassium levels rose during hyperventilation. 
Since the changes in serum-potassium levels took place 
inconstantly, it is doubtful whether they can be regarded 
as a direct effect of oxygen per se. 

An interesting parallel can be drawn from experiments 
on animals. In the experiments already referred to, in 
which either asphyxia or acidosis was induced, the serum- 
potassium level rose higher as soon as the animals were 
returned to normal atmospheres (Cattell and Civin 1938, 
Scribner et al. 1954, Young et al. 1954). Signs of potas- 
sium intoxication usually did not appear during inhalation 
of carbon-dioxide mixtures in spite of the high serum- 
potassium levels (up to 14 mEq. per litre), whereas 
electrocardiographic changes, ranging from bradycardia 
and prolongation of the Qrs complex to ventricular 
fibrillation and cardiac arrest, developed soon after the 
animals were returned to room air (Scribner et al. 1954, 
Young et al. 1954). These experiments might suggest 
that acidosis protected the animals from potassium 
intoxication, but Young et al. (1954) found that dogs in 
which high plasma-potassium levels had been induced 
by intravenous infusions of potassium chloride developed 
sudden and pronounced potassium intoxication when 
they were given inhalations of 30-40% carbon dioxide, 
before the plasma-potassium level rose higher. 

No direct evidence of toxic effects from the high serum- 
potassium levels was obtained in our patients, and it was 
impracticable to take serial electrocardiograms during the 
experimental period. However, unexplained sudden 


death is known to take place in cor pulmonale (Brill 1939, 
Spain and Handler 1946, Simpson 1954), and sudden 
rises in extracellular potassium levels due to abrupt 
increases in pCO, might contribute to death in such cases. 
If this were so, it would be a further reason for caution 
in applying oxygen therapy in respiratory acidosis. 


Summary 

Serum-potassium levels higher than 5-5 mEq. per litre 
were observed in 7 out of 16 patients with emphysema. 

Of these 7 patients 5 were acutely ill with respiratory 
infection. In 3 of them serum-potassium levels of 7 mEq. 
per litre or higher were recorded; these 3 were the most 
severely ill in this series and presented the clinical picture 
of carbon-dioxide narcosis. 

In 3 patients the serum-potassium levels rose rapidly 
during oxygen therapy. In 1 of these the potassium 
change was associated with a rapid decrease of the pH 
of the arterial blood; another patient showed a slight rise 
in serum-potassium level in association with an increase 
of pH due to hyperventilation. 

The rise in serum-potassium level probably represents 
a transfer of potassium from the cells to the extracellular 
fluid. This may be due to an increased pCO,, and experi- 
mental evidence suggests that the potassium may be 
liberated from the muscles. This is not the only mechan- 
ism, however, because the serum-potassium level may 
also rise slightly during hyperventilation. Impaired renal 
function may also be a factor. 

Rapid rises of extracellular potassium concentration 
might contribute to the unexplained sudden deaths which 
occur in cor pulmonale. The liability of such patients to 
develop carbon-dioxide narcosis as a result of intensive 
oxygen therapy is well recognised, and occasional hyper- 
kalemia developing under these conditions may be a 
further reason for caution in the administration of 
oxygen. 

We wish to thank Dr. A. W. Spence and Dr. N. C. Oswald for 
permission to study patients under their care and for reading the 
manuscript. Some of the patients referred to were under the care of 
the late Dr. A. A. Guild at Lambeth Hospital and Dr. G. Little at 
King George V Hospital for Diseases of the Chest, Godalming. 
We are very grateful to Prof. J. D’Silva for reading the manuscript 
and for his helpful suggestions; and Dr. J. C. B. Fenton and Miss 
E. M. Pusey, of the department of chemical pathology, St. 
Bartholomew’s Hospital, Dr. R. F. L. Hewlett and Dr. L. Ellis, of 
the pathology laboratory, Lambeth Hospital, and Dr. W. Taylor, 
of the Hydestile Pathology Laboratory, for their help with the elec- 
trolyte estimations. 
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BLOOD COAGULATION BEFORE AND 


AFTER A FATTY MEAL 
IN PATIENTS WITH CORONARY-ARTERY DISEASE 
AND IN HEALTHY CONTROLS 


J. R. O’BRIEN 
M.A., D.M. Oxon. 
HA.MATOLOGIST, PORTSMOUTH AND ISLE OF WIGHT AREA 
PATHOLOGICAL SERVICE 
A SHORTENING of the silicone clotting-time after a fatty 
meal in healthy people was reported by Fullerton et al. 
(1953), Waldron and Duncan (1954), and O’Brien (1955). 
Other workers found no change (Tulloch et al. 1953, 
Manning and Walford 1954, Merskey and Nossel 1957). 
There is, however, general agreement that the accelerated 
clotting-time of plasma in the presence of Russell’s- 
viper venom (the ‘ Stypven’ time) is shortened after 
a fatty meal. An increase in postprandial coagulability 
of the blood might be part of the mechanism responsible 
for the alleged association between a high intake of 
dietary fat and coronary thrombosis. If this hypothesis 
is correct, patients who have had coronary thrombosis 
might be expected to show a greater increase in coagul- 
ability after a fatty meal than do healthy people. 


Method 

Twenty-one healthy men, aged 40-60, with no history 
of cardiac disease, acting as controls, and twenty-one 
male patients of similar ages who had had electrocardio- 
graphic and clinical evidence of coronary thrombosis 
between six months and several years previously but 
were otherwise healthy were investigated. The controls 
were mostly volunteer blood donors and the rest out- 
patients at a physiotherapy department. Each patient 
was usually, but not always, matched for age with the 
paired control, and the two groups were similar in social 
class, age, height, weight, and hemoglobin levels. 

Usually two patients with two controls were seen éach day 
at 9 A.M. while fasting, and a sample of blood was collected 
by a two-syringe silicone technique. They were then given 
a breakfast of tea and a little milk, toast and marmalade ad 
libitum and fat as indicated below. Four hours later a second 
sample of blood was taken—the postprandial sample. The fat 
content of the “ meal” was chosen to imitate in a controlled 
manner that of a normal breakfast. This consisted of 20 g. 
of butter, which alone would normally produce submaximal 
acceleration of the stypven time, and 5 g. of ‘ Asolectin’ 
(a commercial phospholipid extract of soya beans), which is 
about the quantity of phospholipid in two eggs. To these 
two fats were added 20 g. of coconut oil. O’Brien (1957a) 
has shown that coconut oil produces no postprandial change 
in the stypven time of healthy people: Patients with coronary 
disease might respond differently. 

After the first ten pairs of patients and controls had been 
investigated, the degree of postprandial change in the results 
of the coagulation tests were apparently the same in both 
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groups and so might have indicated a maximal response in 
both groups. The fat for the next eleven pairs was accordingly 
reduced to 15 g. of butter, 2 g. of phospholipid, and 15 g. of 
coconut oil. 

The coagulation tests were as follows: 

(1) Whole-blood clotting-time in silicone.—4 siliconised tubes in a 
water-bath at 37°C were each filled with 1 ml. of blood, and the 
clotting-times were averaged. 

(2) Whole-blood clotting-time in glass.—Glass tubes were used; the 
rest of the technique was similar to (1). 

(3) Whole-blood clotting-time with powdered glass.—50 mg. of 
powdered silica glass was previously added to each of 2 tubes; the 
rest of the technique was similar to (1). , 

(4) Stypven time of citrated blood.—To 0-1 ml. of blood and 0-1 ml. 
of Russell’s-viper venom (stypven) 1:10,000 was added 0-1 ml. 
of M/40 calcium chloride a minute later. The test was repeated 
twice, and the clotting-times were averaged. 

(5) Stypven time of plasma.—This was done as (4) but plasma 
obtained by centrifuging citrated blood (one part of 3-8°% sodium 
citrate in water to 9 parts of blood) at 4000 r.p.m. for 15 minutes was 
substituted for blood. 

(6) Stypven time of dilute plasma.—Plasma diluted 1:4 with saline 
solution and stypven 1:100,000 were used. 

(7) Heptane-stypven time.—0-1 ml. of heptane was added to 0-1 ml. 
of plasma and shaken, and the stypven test applied as for plasma. 
Heptane and some other short-chain saturated hydrocarbons 
accelerate the stypven time of platelet-poor plasma. This test has to 
be made soon after the addition of heptane, because the stypven 
time returns to normal when the heptane evaporates. (A second 
addition of heptane has no effect.) This acceleration of the stypven 
time may be due to heptane’s rendering “ available ” some of the 
phospholipid bound to the plasma proteins (O’Brien 1958). 


Results 

A summary of the results is shown in table 1. These 
figures may be compared in different ways.. The patients’ 
results may be compared with those of the controls as 
regards either the fasting figures or the postprandial 
figures. Table 11 shows no significant difference between 
patients and controls either before or after the meal; 
but the fasting stypven time of dilute plasma nearly 
achieved significance. In spite of this it was still theoretic- 
ally possible that a difference between the groups would 
become manifest when the degree of change folllowing 
the meal—i.e., the difference between the fasting and the 
postprandial figures—was used for the comparison. 
This comparison is reported in the last two columns of 
table 11, and again, with one exception, there was no 
significant difference between patients and controls. 

The one exception was the stypven clotting-time of dilute 
plasma which has a P value of slightly less than 1:20; the mean 
value for the controls was 18-1 seconds and that of the patients 
13-8 seconds (table tv). From a statistical point of view it was 
considered that this might be of no true significance, because 
it was to be expected that one or two tests would show a P 
value of this magnitude when so many tests were made. 

Since no difference is demonstrable between patients 
and controls, the two groups can be combined to study 
the effect of the meal on the various tests. Table 11 
therefore presents an analysis of all the results expressed 
as the degree of postprandial change. The clotting-time 
in silicone-coated tubes and in glass showed a post- 
prandial acceleration significant at a 5% level of 
probability, and the clotting-time with powdered glass 
and all the rest of the tests showed a highly significant 
degree of change. All the coagulation times were 
shortened. By inspection it could be seen that the stypven 
times of blood, of plasma, and of dilute plasma all altered 
closely in parallel. The correlation between the fasting 
blood stypven time and dilute plasma, for example, 
was +0-75, which is highly significant. There was no 
significant difference between the results of the first 
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TABLE I-—-RESULTS 
Fasting Postprandial 
Test Unit Patients Controls Patients Controls 
No. Mean | S.D. No. Mean S.D. | No. Mean S.D. No Mean S.D. 
Clotting-time: 
Powdered glass .. 4 .. | Minutes 21 23 0-32 21 2:37 0-27 21 2:24 0-21 20 2-21 0-19 
Glass ee be « .. | Minutes 21 787 097 | 21 8-03 0-97 22 756 1-29 20 777 1-25 
Silicone .. a Minutes 21 18-08 3-02 21 19-27 2:74 21 17-17 2:59 20 18-46 1-68 
Stypven (blood) . Seconds 22 14-9 3°23 20 15-4 3°44 22 10-6 1-69 19 11-4 2-79 
Stypven (dilute plasma) Seconds 22 42-0 10-83 21 50-0 16-30 22 28-2 8-65 20 319 11-24 
Stypven (plasma) ve Seconds 22 15-6 2-88 21 16°6 4-02 22 11:2 1-75 20 12:2 3-46 
Heptane-stypven Seconds 22 10-7 1-19 21 11-1 2-16 21 9-7 0-74 20 9-8 1-03 


ten pairs, who ate 45 g. of lipids, and the remaining eleven 
pairs, who ate 32 g. 
Discussion 

Comparison of Pre- and Post-prandial Results 

The difference in the degree of significance between 
the postprandial shortening of the silicone clotting-time 
(5% level) and of the clotting-time in the presence 
of powdered glass (1% level) is fully explained if this 
shortening is due to “available active’ phospholipids 
and if phospholipids are involved at an intermediate 
stage in in-vitro blood coagulation. The long silicone 
clotting-time is much influenced by the slow initial stages 
of coagulation, involving, presumably, the Hageman factor 
(Ratnoff and Colopy 1955), antihemophilic globulin, and 
Christmas facioi, and the liberation of platelet-lipoid 
from the tntact plateicts. The silicone clotting-time is 
therefore highly sensitive to minute variations in technique 
which affect these initial stages of coagulation, and any real 
alteration at a later stage would be partly obscured. 
By adding an excess of tie “ contact factor ”’—powdered 


TABLE III—COMPARISON JF FASTING AND POSTPRANDIAL FIGURES 
(EXPRESSER AS DEGREE OF CHANGE). PATIENTS AND CONTROLS TOGETHER 


Mean 
No. change | Standard 


Test Unit | cf per- \(lipemic-| devia- Significance 
sims fasting) tion 
Clotting time: 

Powdered glass | Minutes, 41 0-17; 0-33 0-01 >P>0-001** 
Glass .. .. |Minutes| 41 0-33; 0-95 0-05 > Pp > 0-02* 
Silicone .. | Minutes 41 87) 2:23 0-02>Pp>0-01* 
Stypven (blood) | Seconds 41 - 41 2-17 pP<0-001** 
Stypven (plasma) Seconds 42 44 2-18 p<0-001** 
Stypven (dilute 

plasma) . | Seconds 42 158 8-39 pP<0-001** 
Heptane-stypven Seconds 41 1-1 1-35 p<0-001** 


* Significant 


#* Highly significant \according to commonly accepted conventions. 


glass—these early stages are greatly accelerated and, in 
a sense, bypassed. Subsequent stages would then become 
relatively more important, and any effect due to phos- 
pholipid would become more obvious. 

The stypven times of blood, plasma, and dilute stypven 
gave, as usual, highly reproducible results in contrast 
to the variation found between the four tubes used in the 


TABLE II—COMPARISON 


Patients v. controls: 


more orthodox clotting-tests. All the stypven tests varied 
closely in parallel with each other and were obviously 
measuring the same phenomena. In almost all the 42 
results the stypven times showed much shortening, 
whereas the scatter of the more orthodox tests was much 
wider, some showing lengthening. The highly significant 
postprandial acceleration of the heptane-stypven time 


TABLE IV—DILUTE STYPVEN TIME (SECONDS) 


Patients | Controls 
Mean fasting-time a wel 42-0 50-0 
Mean postprandial time . . ae ia 28-2 319 


Mean degree of change .. es ~. 13-8 18:1 


must be interpreted with caution because this acceleration 
may well have been due to the same cause operating as in 
the other stypven tests but with an additional uniform 
degree of acceleration due to heptane superimposed on 
both the fasting and lipemic times. 
Comparison of Patients and Controls 
Fasting.—The near-significant difference between the 
fasting stypven time of the patients compared with the 
controls agrees well with McDonald and Edgill (1957), 
who found a small but significant difference in the fasting 
stypven times for one set of patients with coronary disease 
compared with healthy controls and none in a second set. 
Postprandially.—It has already been mentioned that, 
with one*exception, there was no significant difference 
between the two groups in the degree of postprandial 
change: the difference between the patients and the 
controls in the dilute stypven test just achieved a signifi- 
cant value. It has been suggested that this does not 
necessarily indicate a true difference. However, this 
observation cannot be completely ignored, because this 
is the most sensitive of all the stypven tests—the degree 
of postprandial change was proportionally greatest with 
this test—and this same test also came near to showing a 
significant difference between patients and controls in 
the fasting samples. 
Conclusions 
Coronary thrombosis may be due to an episodic 
thrombotic diathesis, in which case this series of tests 


OF PATIENTS AND CONTROLS 


absolute figeses (PC) Patients v. controls: 





degree of postprandial change 
(P—C) 











Test Unit Fasting Postpranuiai 
Difference of Significance of Diff e of Signifi Difference of Significance of 
Means difference Means difference means difference 
eres" Pee pudiasedetnedotaala SSE SET S25 IEA EA AG COO RECT ot OTE 
Clotting-time: 

Powdered glass . | Minutes 0-01 p>0-90 0-03 0-70 >P >0-60 +0-07 0-60 >Pp >0-50 
Glass ome — .. | Minutes 0°16 0-70 > Pp >0-60 0-21 0:70 >P >0-°60 0-10 0-80 >Pp>0-70 
Silicone .. pi Minutes 1-19 0-20 >Pp>0-10 1-29 0-10>P>0-05 +0-13 0:90 > p > 0-80 
Stypven (blood) .. .. | Seconds 0-5 0-70 >Pp >0-60 0-8 0-30 >P > 0-20 0-4 0-60 > Pp >0-50 
Stypven (dilute plasma) .. Seconds 8-0 0:10 >p>0-05 3-7 0:30 >Pp>0-20 +39 0-20>Pp>0-10 
Stypven (plasma) Seconds 1-0 0-40 >P>0-30 1-0 0-30 >P >0-20 +01 0-90 >p >0-80 
Heptane-stypven. . Seconds 0-4 0-50 >p >0-40 0-1 P>0-90 +0-2 0:70 ~~ 9-60 








412 ORIGINAL 





THE LANCET 


ARTICLES 





would presumably not distinguish between the patients 
and the controls. But the frequent finding of a familial 
history, and the repeated thromboses in some patients, 
suggest that certain people have a predilection to throm- 
bosis—a permanent thrombotic diathesis. The twenty- 
one healthy controls may have included one or more 
men who will have a coronary thrombosis, but in general 
the two groups were sharply divided: the patients had 
clinical evidence of coronary thrombosis, and the con- 
trols had not. The ideal test related to and measuring 
this thrombotic diathesis would also give a clearcut 
difference between patients and controls. None of the 
tests reported here even remotely indicates such a 
difference. The difference between patients and controls 
in some stypven clotting-tests which barely achieved 
significance is in line with, and possibly related to, the 
minor differences and the great overlap between the 
two groups when the 4-lipoproteins are studied. Clearly 
both these observations must be far removed from the 
immediate precipitating cause of a thrombosis in the 
coronary artery. 

From these investigations it might be concluded that 
there is no appreciable difference between patients who 
have had a coronary thrombosis and healthy controls 
in respect of some coagulation tests on fasting blood 
and that taken at the fourth postprandial hour. Alterna- 
tively, it might be concluded that I have not applied 
appropriate tests to show up such a difference. That 
postprandial lipemia is not a precipitating cause of 
coronary thrombosis is supported by Master et al. (1939) 
who found that the time of onset of symptoms of coronary 
thrombosis was fairly even throughout the twenty-four 
hours of the day. Had the postprandial effects of fat 
ingestion played a precipitating part, there must have 
been some difference of incidence between 3 A.M. and 
7 A.M., which period for most people, is that farthest 
removed from the last meal. However, there is a vast 
difference, discussed more fully elsewhere (O’Brien 
1957b), between. the clotting-time of stationary blood 
in a glass tube and the formation of a thrombus in the 
coronary artery of a live patient. It is therefore, perhaps, 
a little optimistic to attempt to demonstrate a possible 
difference between patients with coronary thrombosis 
and healthy controls by such comparatively simple in- 
vitro tests. 

Summary 

Twenty-one men with coronary thrombosis, aged 
40-60, were compared with twenty-one healthy men 
of similar ages. Tests were made before and four hours 
after a selected fatty meal. The tests, including a new 
test, the heptane-accelerated stypven time, measured 
the clotting-time by many methods. Postprandial changes 
were found in both groups in all tests, including a highly 
significant shortening of the clotting-time of whole blood 
in the presence of powdered glass, whereas the shortening 
of the clotting-time in glass and in silicone-treated glass 
was significant only at a 5%, level. No significant differ- 
ences between the two groups either before or after the 
meal were found. These findings lend no support to the 
suggestion that postprandial hypercoagulability is respon- 
sible for the alleged connection between the fat-content 
of the diet and coronary thrombosis. 

This work was done during the tenure of a grant for technical 
assistance from the Medical Research Council which I gratefully 
acknowledge. My thanks are due to Mr. J. A. Heady, of the Medical 


Research Council’s social medicine unit, for all the extensive statis- 
tical analyses, and to Mrs. J. M. Cheater, A.1.M.L.T., for technical 


assistance. The Russell’s-viper venom was kindly supplied by 
Messrs. Burroughs Wellcome & Co. 


REFERENCES 

ae ey W., Davie, W. J. A., Anastasopoulos, G 

ii, p. 
McDonald, L., Edgill, M. (1957) Lancet, ii, 457. 
Manning, P. R., Walford, R. L. ay: Amer. J. med. Sci. 228, 652. 
Master, A. M., Dack, S., ae L. (1939) Amer. Heart 7. 18, 434. 
Merskey, “. Nossel, H pee? Lancet, i, 806. 
O’Brien, be. (1955) ibid. ji, 690 


— (19 57a) ibid. i, 1 
J. med. Sci. 234, 373. 
181, 420. 


. (1953) Brit. med. F. 


(1957b) Amer. 
(1958) Meee Lond. 

Ratnoff, O. I Colopy, J. 1. £1935) 5. “7 Pai 34, 60: 

Tulloch, J.A , Overman, R cet sy" S. (1953) ym 9 J. Med. 14, 674 
Waldron, J. M., Duncan, G G. (19 4) ibid. 17, 365. 


FLUORESCENT PROTEIN TRACERS 
A SIMPLE ALTERNATIVE TO FLUORESCEIN 


C. S. CHADWICK 
Ph.D. Manc., B.Sc. (Tech.) 
SENIOR RESEARCH FELLOW, DEPARTMENT OF BIOLOGICAL CHEMISTRY 


M. G. MCENTEGART 
M.D. Lpool 
SENIOR LECTURER, DEPARTMENT OF BACTERIOLOGY 


R. C. NAIRN 
M.D., Ph.D. Lpool 
SENIOR LECTURER, DEPARTMENT OF PATHOLOGY 


UNIVERSITY OF ABERDEEN 


THE Coons technique, using antibody labelled with 
fluorescein (reviewed by Coons 1956) has been established 
for some fifteen years. Protein conjugates with fluoro- 
chromes other than fluorescein have also been tried from 
time to time—e.g., {-anthryl isocyanate (Creech and 
Jones 1941); 1-dimethylaminonaphthalene-5-sulphonyl 
chloride and nuclear fast red (Clayton 1954); and rhoda- 
mine B isocyanate (Silverstein 1957). None of these 
materials has been widely used, either because of difficulty 
in repeating conjugations or because the products com- 
pared unfavourably with fluorescein conjugates. Never- 
theless, fluorescein is not the ideal fluorochrome for 
tracer work, because the method of conjugation is labori- 
ous and the apple-green colour of its fluorescence often 
contrasts poorly with the blue-green of tissue auto- 
fluorescence. 

We believe that these two disadvantages may be largely 
overcome by the use of the dye ‘ Lissamine Rhodamine 
B 200’ (RB 200): 


=N (CaHs)2 


—_ o— 
—_—_— c= 


(Hs5C2)2N 


S03 


SO3Na 


This dye has a brilliant red fluorescence in aqueous 
solution; in the form of its sulphonyl chloride it can be 
easily combined with serum-proteins, without denaturing 
the protein, to yield stable conjugates which heave a 
brilliant orange fluorescence (maximum emission about 
610 my) in ultraviolet light. 


Methods 


Preparation of Conjugates 

1 g. of RB 200 and 2 g. of phosphorus pentachloride are ground 
together in a mortar for 5 minutes in a fume cupboard. Dry acetone 
10 ml. is then added, and the mixture is allowed to stand for a 
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further 5 minutes with occasional stirring, after which it is filtered. 
The acetone solution of the sulphony! chloride of RB 200 thus 
obtained is used promptly because its stability is not at present known, 
but successful conjugations have been achieved up to 18 hours after 
preparation. 

Conjugation with the protein and subsequent steps are carried 
out at 0-2°C. Each millilitre of serum, or (for immunological tracing) 
serum-globulin solution of the same globulin concentration as in the 
original serum, is diluted and buffered with 1 ml. of physiological 
saline solution and 1 ml. of carbonate-bicarbonate buffer (0-5 M., 
pH 9-0). Then 0-1 ml. of the acetone solution of RB 200 is added 
drop by drop, stirring constantly and the stirring is continued for 
12-18 hours. The product is dialysed against regular changes of 
saline solution until dye no longer appears in the dialysate, usually 
requiring about 6-8 days. The final volume of the conjugate is 
about three times that of the original serum; if required it may be 
reconcentrated by exposing the dialysis sac to the draught of a fan. 

Conjugated sera are stored at 15° to 20°C and, so far as our 
observations go, they remain stable under these conditions. When 
sera are required for immunological tracing they are absorbed with 
dried liver powder as described by Coons (1956). Activated charcoal 
is also useful in reducing non-specific staining. Immunological 
considerations may make absorptions with other materials desirable. 


Applications 

RB 200 conjugates were used to repeat direct plasma 
tracing and immunological tracing experiments in which 
fluorescein conjugates had already been successfully used 
(Nairn et al. 1957, McEntegart et al. 1957). 

For direct plasma tracing, normal serum conjugates, 
dialysed and reconcentrated to the original volume of serum, 
were injected intravenously, in the dose 0-8 ml. per 100 g. 
body-weight, into rats and rabbits, which were killed 2-4 hours 


later. The animals were either normal or had undergone - 


some procedure known to increase the permeability of 
membranes—e.g., asphyxia or acute experimental hyper- 
tension. Unstained paraffin sections of formalin-fixed tissues 
were mounted in a non-fluorescent mountant (‘ Fluormount ’, 
Gurr Ltd.) and examined by ultraviolet fluorescence micro- 
scopy. 

To investigate the suitability of the method for immuno- 
logical tracing, serum-globulin conjugates were prepared 
from the following rabbit sera: (1) antibacterial sera (pneumo- 
coccus type III, klebsiella Glaxo 494E); (2) antiprotozoal 
sera (Trichomonas vaginals; T. fetus var. Belfast and Manley); 
(3) antiviral sera (cowpox, vaccinia, and fowlpox); and (4) anti- 
horse serum. This last was used to obtain an accurate measure- 
ment of antibody titre before and after conjugation and showed 
that the titre of the conjugate had been reduced to about half 
that of the control sample (1/640 to 1/320). The remaining 
conjugated antisera were applied directly to the corresponding 
antigens in smears or fresh frozen sections, as in the Coons 
technique, specific staining being characterised by a brilliant 
orange fluorescence. The test of specificity was absence of 
staining in control preparations treated with (a) conjugated 
normal globulin and (6) conjugated immune globulin after 
pre-treatment with an unconjugated sample of the same 
immune serum. Conjugated anti-rabbit globulin, prepared 
from goat serum, was also applied successfully to detect 
rabbit antibody previously fixed to the appropriate antigen. 

When double tracer experiments were undertaken using 
both RB 200 and fluorescein conjugates, the material under 
test was treated with the RB 200 conjugate for 30 minutes and 
then rinsed and washed in neutral buffered saline solution for 
5 minutes. The specimen was then treated with the fluorescein 
conjugate for 20 minutes, rinsed and washed for 10 minutes, 
and mounted in buffered glycerol. The order of application 
of the conjugates may be reversed, and the times are not 
critical. 


Microscopy 

This was done with the Reichert fluorescence microscope 
using a high-pressure mercury-vapour lamp as the source of 
ultraviolet light. 

The lamp may be screened to emit (a) ultraviolet rays of wave- 
length 280-410 mu, with maximum intensity at 365 my, necessitating 
only an ultraviolet-stopping filter above the object; and (6) ultraviolet 


+ blue light up to a wavelength of 475 my, necessitating the use of a 
yellow filter above the object to obtain a black background. With 
the latter system the intensity of the orange fluorescence of the 
RB 200 conjugate is much increased, and at the same time the yellow 
filter enhances the contrast with the blue-green of autofluorescence. 
This is not, however, an advantage in double tracer experiments 
where fluorescein conjugates are also used, since it reduces the contrast 
at the green end of the spectrum; here the use of ultraviolet rays 
alone is better. 


Although the above-described methods of preparation, 
application, and microscopy give satisfactory results, there 
is scope for further experiment to decide the optimum con- 
ditions. 

Results 
Properties of RB 200 Conjugates 

Conjugation of the dye to the protein does not appear 
to have had any material effect on the biological properties 
of the protein molecule. No toxic effects were observed in 
16 of 17 animals injected intravenously with the tracer dose 
of conjugated serum. In the remaining animal, a rat which 
received conjugated rabbit serum, a hypersensitivity reaction 
took place; but this may have been due to the heterologous 
protein rather than to the dye. The rate of elimination from the 
circulation of conjugated homologous albumin has also been 
studied in 2 rabbits, and the results are similar to those 
obtained by Schiller et al. (1953) with fluorescein conjugates 
in rats. Conjugated sera compared with the sera before 
conjugation (6 experiments) have shown no significant differ- 
ence in their paper electrophoretic patterns. 

Direct Plasma Tracing 

The RB 200 conjugate has provided an efficient plasma 
label which compares favourably with fiuorescein conjugates 
because it contrasts better with tissue autofluorescence and also 
permits the use of a more intense illuminating system. When 
it is used as a simple plasma tracer in normal animals, its 
distribution is the same as that of fluorescein conjugates: 
histological examination by fluorescence microscopy has shown 
orange fluorescence in the vascular system and in high con- 
centration in the Kupffer cells of the liver. In pathological 
states the RB 200 conjugate has provided an excellent marker 
of damage to membranes: the fluorescent cytoplasmic droplets 
found in damaged liver-cells in tracer studies with fluorescein 
conjugates (Nairn et al. 1957) are more readily detected when 
RB 200 conjugates are used. Double-tracer experiments 
have also been carried out using conjugates of both RB 200 
and fluorescein—e.g., a rat, which developed hypersensitivity 
cedema after the intravenous injection of whole rabbit serum 
conjugated with RB 200, was given, 90 minutes later, a fluores- 
cein conjugate ; it was killed after a further 30 minutes. Sections 
of the subcutaneous tissue showed a considerable quantity of 
RB 200 conjugate in the connective tissue and lymphatics, 
whereas the fluorescein conjugate was confined to the blood- 
vessels. In this experiment the technique provides striking 
visual evidence that capillary leakage of plasma had occurred 
and that it had been transient. 


Immunological Tracing 

Conjugated immune globulins tested against the correspond- 
ing antigens show a staining specificity similar to that of 
fluorescein conjugates. Different antigens in the same pre- 
parations may be clearly demonstrated by the successive 
application of RB 200 and fluorescein conjugates of the appro- 
priate antisera. This technique has been successful in a 
number of experiments, including the demonstration of 
pneumococci and klebsiella simultaneously in mouse-tissue 
sections and the identification of individual protozoa in mixed 
films of the Belfast and Manley strains of 7. fetus. The 
evidence we have so far obtained suggests that, in the staining 
of virus preparations, RB 200 conjugates behave in the same 
way as fluorescein conjugates. 


Comment 
Serum-protein conjugates with RB 200 are as useful as 
fluorescein conjugates for direct and immunological 
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tracing. They have the advantage that their preparation 
is simple, requiring no special laboratory facilities, and 
their colour contrasts well with tissue autofluorescence. 
RB 200 therefore offers an attractive alternative to 
fluorescein. Furthermore, the orange fluorescence of 
RB 200 conjugates is sufficiently different from the 
apple-green of fluorescein conjugates for them to be used 
together in double-tracer experiments; they may be 
applied either as simple plasma labels or as immuno- 
logical stains. 

This research programme has been supported by a grant from the 
Scottish Hospital Endowments Research Trust. We also wish to 
thank Imperial Chemical Industries for supplying the ‘ Lissamine 
Rhodamine B 200’; the department of bacteriology, University of 
Liverpool, for the pox virus antisera; Dr. Muriel Robertson for the 
cultures of T. fetus. Finally, we are indebted to Prof. W. O. 


Kermack, Prof. A. Macdonald, and Prof. J. S. Young for their help- 
ful advice, and to Miss Jane C. Hardie and Mr. S. Kinnaird for 


technical assistance. 
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Preliminary Communication 





RESPONSE OF THE ADRENAL CORTEX 
TO CORTICOTROPHIN FROM HUMAN 
INFANTILE PITUITARY GLANDS 


IN man the daily output of 17-ketosteroids in the 
urine is low during the first 6-8 years of life, after which it 
increases rapidly to adult levels. In children the ratio 
of the corticoids to the 17-ketosteroids in the urine 
differs considerably from that in adults. The under- 
lying cause of the rapid increase in the urinary excretion 
of 17-ketosteroids just before puberty (the period termed 
adrenarche) is still obscure. 

Talbot et al.' presented data indicating that corticotrophin 
consists of two different trophic factors: one stimulating 
production of the 11-17-oxysteroids throughout life, and the 
other stimulating that of the adrenocortical 17-ketosteroids. 
They suggested that infants and children usually excrete 
almost no 17-ketosteroids, because their adrenal cortices are 
not stimulated by corticotrophin capable of stimulating the 
production of the normal adult type of precursor of 17-keto- 
steroids. 

Ferrazzini et al.,* who found that the average percentage 
increase of urinary excretion of 17-ketosteroids by children 
treated with corticotrophin was about the same as that of adults, 
concluded that the capacity to secrete precursors of urinary 
17-ketosteroids (the so-called androgenic function) is fully 
developed in the adrenal cortex of children. They emphasised 
that their findings supported the suggestion of Talbot et al. 

Carletti and de Barbieri * conclude that the adrenal cortex of 
children in the first months of life is functionally mature 
for the secretion of androgens. 

Sprechler and colleagues * ® found only a very slight increase 
of urinary 17-ketosteroids in children treated witii cortico- 
1. Talbot, N. B., Wood, M., Campbell, A. , Christo, E., Zygmuntowicz, 

A. S. in Proceedings of the Second Glinteat A.C.T.H. Conference (edited 

by J. R. Mote); vol. ii, p. 20. London, 1951. 

. Ferrazzini, F., Borth, R., Mach, R. S. Helv. pediat. o. ates 7, 60. 
Carletti, B., de Barbieri, A. Minerva pediat. 1953, 5, 1 
. Sprechler, M. Investigations on the ee iaronien of Adrenal 


Cortical Steroids in Man; pp. 136. Copenhage: 
A <4 M., Vesterdal, J. Acta endocr., Catadlegen, 1953, 12, 207. 
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Effects of administration of commercial corticotrophin (Ay Cc. T.. H. 
*Nyco’) and of corticotrophin from inf: 
(A.C.T.H.-i) on urinary excretion of 17-ketosteroids ie a man 
aged 57. 


trophin: the younger the child the smaller was the increase. 
They thought that this slight increase was due to relative 
immaturity of the adrenal cortex, the ability to produce 
17-ketosteroids or their “ true precursors ”’ being deficient. 
Thus the results of previous investigations are con- 
flicting. Accordingly we decided to prepare cortico- 
trophin from the pituitary glands of infants and then to 





‘stimulate adult adrenal glands with this material. If 


this caused a considerable increase in urinary 17-keto- 
steroids, there could be no lack of a tropic factor stimu- 
lating the production of 17-ketosteroids in the pituitary 
glands of infants, and there would be no need to postulate 
two kinds of corticotrophin. 


Method 

We collected 74 pituitary glands at necropsies on 
infants, aged less than 2'/, years, with no evidence of a 
primary endocrine disorder. Most of the babies had died 
at or soon after birth. Their pituitary glands were 
immediately placed in cold absolute acetone. A powder 
was subsequently prepared by extraction with acetone 
and drying over phosphorus pentoxide. The dried 
powder weighed 1-3241 g. and yielded 128-8 mg. of 
corticotrophin with an activity of 0-4 1.uU. per mg.— 
i.e., a total activity of 51-5 I.v. 

Clinical Test 

In January, 1957, an opportunity arose to test this 
preparation of corticotrophin in a man, aged 57, who had 
no known endocrine disorder. He had previously been 
given intramuscular ‘ Acthar-Gel’ 40 I.U. twice daily 
for two consecutive days, and his daily urinary excretion 
of 17-ketosteroids and 17-ketogenic steroids had reached 
28 mg. and 82 mg. respectively, estimated by the method 
of Norymberski modified by Diczfalusy et al.,*° which 
was used in all the estimations mentioned here. The 
effects of the corticotrophin obtained from infants’ 
pituitary glands (A.c,T.H.-i) and of commercial cortico- 
trophin (A.c.T.H. ‘ Nyco’) on the urinary excretion of 
17-ketosteroids and 17-ketogenic steroids were com- 
pared (see figure). 

On days 3 and 4 the patient received 25 I.U. of com- 
mercial corticotrophin intravenously in sixteen hours. 
His urinary excretion of 17-ketogenic steroids increased 
to 84 mg. and of 17-ketosteroids to 30 mg. in twenty- 
four hours. The corticotrophin made from pituitary 
glands of infants, given in the same way as the com- 
mercial corticotrophin, increased his urinary excretion 


6. Diczfalusy, E., Plantin, L.O., Birke, G., Westman, A. ibid. 1955, 18, 356. 
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of 17-ketogenic steroids to 91-9 mg. and of 17-keto- 
steroids to 32-8 mg. in twenty-four hours. 

On the evenings of days 3 and 9, and all through days 
4 and 10, no circulating eosinophils were found in his 
blood. 

From these observations it is clear that corticotrophin 
made from the pituitary glands of infants did not lack 
a “ 17-ketosteroid stimulator ” 


Comment 

Since corticotrophin made from pituitary glands of 
infants considerably increased the urinary excretion of 
17-ketosteroids in an adult, it is most probably the 
capacity of the adrenal glands of infants and children to 
elaborate 17-ketosteroids that limits production of these 
hormones in infants and children; but there are two 
alternatives: (1) the pituitary gland of the child does not 
secrete the 17-ketosteroids stimulator before the adren- 
arche; and (2) the infantile pituitary gland contains a 
factor which is not the same as the corticotrophin prepared 
in this investigation by accepted methods. Most probably, 
however, the underlying cause of the adrenarche in man 
is to be found in the maturing of the adrenal cortex. 

JAN H. SOLEM 


M.D. Oslo 
Ulleval Hospital, HucGo. HOLTERMANN 
Nyegaard & Co., D.PHIL. Oxon. 
Rikshospitelet, AASE SKOGRAND 
Oslo, Norway. M.D. Oslo 
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A LOW-RESISTANCE RESPIRATORY VALVE 


MEASUREMENTS of ventilation involving high rates of flow 
are influenced by the resistance of the measuring apparatus. 
This is certainly true of tests of maximal breathing capacity ' 
and probably true of measurements of minute ventilation on 
effort. In modifying existing methods of making these tests 
we could not find any respiratory valves of sufficiently low 
resistance. After considerable trial and error a valve of suitable 
characteristics was assembled and is described here. 

The valve, whose design is shown in fig. 1, is constructed 
of acrylic sheet '/, in. thick and of acrylic tube 1 in. in internal 
diameter. The valve components (three inspiratory and three 
expiratory) are commercially available? The dead space 
between the two valve-plates is divided by a median septum 
so that the actual volume of dead space is greatly reduced. 
The extent to which expired air contaminates the space on the 
inspiratory side of the septum was tested by sampling con- 
1. Matheson, H. W., Spies, S. N., Gray, J. ke . Barnum, D. R. §. clin. 

Invest. 1950, 29, 682. 
2. ie rota exhalation valve (R.M.277) obtainable from Safety and 


edical gene Co., Johannesburg, South Africa and from 
Beceweale uebeck, Germany. 
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1—Schematic drawing of the valve. 
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Fig. 2—Resistances of various valves. 


tinuously from this space with a CO, analyser * while breath- 
ing took place through the valve at different velocities. Com- 
parison of the end expiratory CO, value at different sites in 
this space with the end expiratory CO, value at the mouth 
indicates the degree of contamination of the inspiratory side 


. of the septum with expired gas. It was calculated that the 


effective dead space of the valve varied from 25 to 52 ml. 
according to the force of expiration. 

The opening pressure of the valve when wet is 2 mm. H,O 
and is influenced to a negligible degree by gravity. The pres- 
sure developed across the valve at different flow-rates com- 
pares favourably with other valves tested by us. At an inspira- 
tory flow rate of 5 litres a second the pressure developed across 
double valves of the type developed at the Max Planck Insti- 
tute was 8°75 cm. H,O, across a Goldman valve 13-0 cm. 
H,0 ‘ and across Siebe Gorman valves (cat. no EXQUA) 10:8. 
cm. H,O.*° The equivalent value for the valve described here is 
1-6 cm. H,O, as shown by fig. 2, where this valve is compared 
with others whose descriptions have been published. *® 

The only valve of comparably low resistance is that described 
by McKerrow and Otis,’ which has a much larger dead space 
(240 ml.). Another low-resistance valve was developed by 
Bannister and Cormack * for studying exercise ventilation, but 
it does not appear suitable for the very high frequencies that 
may be encountered during tests of maximal breathing capac- 
ity; and, since the flaps are gravity-operated, the valve would 
need somewhat more care in use. 

This valve is suitable for daily use; it is rugged and can be 
repeatedly washed with hot water and detergent or disin- 
fectant. 

Assembled valves of this design may be obtained from J. Quick, 
Medical School, University of the Witwatersrand, Johannesburg, 
South Africa. 
eof Sa" ime Se pooch Dey ot gf ame 
burg, is printed under Government printers copyright authority no. 2451 
of Aug. 12, 1957. 

J. C. THERON 
M.B. Pretoria. 
S. Zwi 
M.B. W’srand, M.R.C.P. 
MauricE MCGREGOR 
M.D. W’strand, M.R.C.P. 


Springdale 


Johannesburg, 
South Africa 
. Manufactured by Liston-Becker Instrument Co. 
(Stamford), Conn. Model 16. 
Goldman, H. I. S. Afr. ¥. Lab. clin. Med. 1955, 1, 126. 
These values represent the characteristics of one sample of each valve 
type and are not necessarily representative of the type as a whole. 
Comroe, J. H., Jr. Methods in Medical Research; p. 79. Chicago, 1950. 
. McKerrow, C. B., Otis, A. B. ¥. appl. Physiol. 1956, 9, 497. 
. Bannister, R. G., Cormack, R. S. ¥. Physiol. 1954, 124, 4P. 
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Reviews of Books 





Operative Obstetrics 
R. Gorpon DovuG.as, professor of obstetrics and gynecology, 
Cornell University Medical College; W1LL1AM B. STROMME, 
attending obstetrician and gynecologist, Northwestern Hospital 
and Fairview Hospital, Minneapolis. New York: Appleton- 
Century-Crofts. 1957. Pp. 735. $20. 

DesIGNED to deal exclusively with the operative phase of 
obstetrics, this book describes with great care and clarity 
almost every obstetric manceuvre or operation in ordinary use. 
Photographs and drawings are profuse, and they are arranged 
not only as illustrations of the text but also as a companion 
pictorial account of each operation, which may be followed 
separately. There are also chapters on anatomy, preoperative 
and postoperative care, anzsthesia and analgesia, and the 
immediate care of the newborn. 

The operative descriptions and illustrations are, with few 
exceptions, admirable and helpful. The account of the 
manceuvres for bringing down extended arms in a breech 
delivery is perhaps not so clear, and Lévset’s manceuvre, so 
often used in this country, is omitted; similarly, descriptions 
of the methods of dealing with impacted shoulders in a vertex 
presentation after delivery of the head are less helpful than 
most sections of the book, and many obstetricians would ques- 
tion the view that “‘ once the head has been delivered, the 
respiratory tract cleared of mucus and fluid, and the baby 
permitted a free airway, time becomes an unimportant factor ”’. 

The accounts of methods obviously favoured in the United 
States are interesting and instructive: it is surprising, for 
instance, to learn that the classical cesarean operation “‘ con- 
tinues to be performed, largely in elective situations, at the 
New York Lying-In Hospital in about 20 per cent of cases ”’. 

The book is a valuable source of practical instruction for 
those learning the subject, and an important reference work 
for practising obstetricians. 


The Twice-Born 
A Study of a Community of High-caste Hindus. G. MORRISON 
CARSTAIRS, M.R.C.P. London: Hogarth Press. 1957. Pp. 345. 
30s. 

A stay of two years in a Hindu village and long interviews 
with 37 high-caste adult males have provided Dr. Carstairs 
with a great deal of fascinating information about one section 
of the Indian population; and this book has been rather fanci- 
fully described as a Hindu Milk Wood. Some readers might 
find.it easier to see the Hindu wood if the trees were not so 
minutely described in rather heavy English. The anthropolo- 
gist has to choose between using technical language and 
writing for the non-specialist reader—a course which need 
not entail loss of clarity or scientific accuracy, since all the 
technical data can be included in appendices. Voltaire apolo- 
gised aptly for a long letter by saying “ I had no time to write 
a short one”’. Though Dr. Carstairs may have been in the 
same difficulty, we cannot help feeling that a more attractive 
and concise exposition of the methods, results, and possible 
applications of his work would have won him a wider audience; 
and this type of work should certainly be widely known and 
discussed. For one thing, the psychoanalytical study of human 
cultures and societies is potentially of great importance in 
man’s efforts to save himself from his own destructiveness. 


A System of Ophthalmic Illustration 
PeTeR HANSELL, M.R.C.S., F.R.P.S., F.B.P.A., director of the 
departments of photography and illustration, Institute of 
Ophthalmology, London, and Westminster Medical School. 
Springfield, Ill.: Charles C. Thomas. Oxford: Blackwell 
Scientific Publications. 1957. Pp. 114. 43s. 

Tue diagnosis of eye disease depends very largely on the 
detection of relatively minute signs of disorder: the certainty 
with which such signs may be seen by modern methods of 
examination, such as ophthalmoscopy, slit-lamp microscopy, 
and gonioscopy can seldom be made apparent by the ophthal- 


- 


mologist to those outside his specialty unless various tech- 
niques of examination are first acquired. Teaching, and 
especially undergraduate teaching, is thereby severely handi- 
capped. 

The development of illustration techniques is therefore 
of special importance, and this book by an acknowledged 
authority is welcome. It is addressed primarily to the medical 
photographer, and a brief chapter on anatomical considera- 
tions appears as an introduction to the main matter of equip- 
ment for and techniques of photography and cinephoto- 
graphy of the eye. The special techniques now possible for 
keratography, slit-lamp photography, goniophotography, and 
retinography are given separate attention, and the superiority 
of the artist in certain directions is indicated. 

The book is excellently illustrated and provides both an 
expert guide for the ophthalmic photographer and a reference 
manual for the medical photographer who only occasionally 
has to display ocular abnormalities. 


Operative Surgery 
Vol. 5. Orthopedic Surgery. Editors, CHARLES ROB, M.CHIR., 
professor of surgery, University. of London; RODNEY SMITH, 
M.S., F.R.C.S., surgeon, St. George’s Hospital, London. London: 
Butterworth. 1957. Pp. 372. 110s. 

ORTHOPADIC surgery, the subject of this Volume, seems to 
lend itself particularly to tuition by illustration, for the various 
techniques are presented with greater conviction in this volume 
than in those already published, which deal with other subjects. 
The illustrations in section 10 (ankle and foot) are an improve- 
ment on anything seen so far in this series. Orthopedics is 
not dealt with in its entirety: the hand, amputations (apart 
from those of toes, which are included here), and some aspects 
of bone-grafting, are to follow. 





Blacklock and Southwell: A Guide to Human Parasito- 
logy for Medical Practitioners (6th ed. London: H. K. 
Lewis. 1958. Pp. 222. 30s.).—It is a tribute to practicability 
and popularity that six editions of this guide have been called 
for in 27 years. Now considerably revised and brought up to 
date (but not enlarged) by Prof. T. H. Davey, it remains 
accurate and reliable. The difficult question of terminology 
and the avoidance of those puzzling synonyms which perplex 
and befog tropical parasitology have been skilfully managed 
and this alone must make it attractive to the modern student. 
The simple and direct text is a distinct advantage, but it may 
not always appeal to the advanced student or research-worker. 
The 119 line illustrations and the 3 coloured plates are 
excellent. There is a small point in terminology, which is 
apt to be confusing, in plate 1 (fig. 17) where a malaria tro- 
phozoite is represented within a “ punctate basophil’’, which 
is surely a misnomer for a stippled erythrocyte. New features 
are brief sections on isospora and Toxoplasma gondii. There 
is clearly a demand for this kind of book, which must be 
regarded as a complement to those textbooks of tropical 
medicine in which the emphasis is mainly on the clinical 
aspects. ; 

Stedman’s Medical Dictionary (19th ed. London: 
Baillitre, Tindall, & Cox. 1957. Pp. 1656. 88s.).—Three years 
ago Dr. N. B. Taylor afd Mr. A. E. Taylor told us: “ To the 
creation of medical words there is no end.” To the new edition 
of this familiar dictionary they have added 85 pages covering 
several thousand new terms; and their publishers say that 
“about a thousand words a year are added to the medical 
jargon, and in three years or so you will need a new medical 
dictionary.” We have been warned. 


Pediatric Profiles (St. Louis: C. V. Mosby. 1957. 
Pp. 264).—Prof. B. S. Veeder has collected and edited a 
series of “ written pictures” of men who were important in 
the development of American pediatrics. Most of these men 
are American; the British names include Sir Thomas Barlow 
and Sir Leonard Parsons. There is also an article on pedia- 
trics in Vienna early this century. 
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In. the mild and moderate forms 
of hypertension a sedative giving 


* 
High blood pressu re p slow and sustained relief is primarily 
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indicated. Seominal is recommended for the 
gradual and sustained lowering of blood 
pressure and will relieve symptoms such as 
congestive headache, vertigo and dyspnoea. 
It is well tolerated, one to two tablets 
daily give a feeling of tranquillity and 
relaxation without undue sedation. 


Medical literature available on request. 





Seominal gives gradual sustained relief 


Trade Mark 
Basic N.H.S.: Initial treatment (1 tablet twice daily): 2/3d. per week 
Maint tr t (1 tablet daily): I/i4d. per wee 
Tablets: Luminal 10 mg. (gr. 1/6), theobromine 325 mg. (gr. 5) and reserpine 0.2 mg. 


In packs of 100 and 500. 
Bayer Products Limited Neville House, Kingston-on-Thames, Surrey. 
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THE MOST POWERFUL 
NITROGEN AND CALCIUM 
ANABOLIC AGENT 





for both sexes and all ages 


Durabolin 


(NOR-ANDROSTENELONE PHENYL PROPIONATE) 








One 25 mg. injection weekly 
for 











Inoperable cases of 


MAMMARY CARCINOMA 


with bony secondaries 


OSTEOPOROSIS 
‘TISSUE CONSTRUCTION 


*for children 25 mg. fortnightly 


A product of ORGANON Research 
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Long-term Anticoagulant Treatment 
for Coronary-artery Disease 

ANTICOAGULANT treatment for acute myocardial 
infarction has gained support steadily in the past few 
years. Last year when Honey and TRUELOVE ! attempted 
to stem the tide, we suggested that their conclusions were 
unlikely to pass unchallenged and that few physicians 
would be deflected from using anticoagulants. Subse- 
quent correspondence confirmed this forecast, and it is 
clear that there is now generally little argument about 
the value of anticoagulant treatment in the acute 
episodes of coronary disease. Anticoagulants have 
significantly increased the number of patients who 
survive acute infarction, and serious consideration is 
being given to the prevention of new episodes. How 
long is the administration of anticoagulants to be con- 
tinued—for six weeks or for years? Largely because of 


the development of better anticoagulants and increased ° 


experience in the control of anticoagulant therapy, it is 
definitely practicable to apply long-term anticoagulant 
therapy in the hope of preventing, or at least postponing, 
new coronary thromboses in patients who have had one 
such incident. 

Long-term anticoagulant treatment for coronary- 
artery disease was begun by OwREN in Norway in 1948; 
and in 1954 he described his technique and his results 
with 236 patients, half of whom had had one infarction 
before treatment was begun. In America TULLOCH 
and IRVING WRIGHT‘ reported results with a smaller 
group. Both sets of workers were convinced that this 
form of treatment was worth pursuing. Since then 
several papers have supported the use of this treatment 
and pointed out that the risk of bleeding complications 
is very small and worth taking. Keyes et al.® studied 71 
patients who had had a single myocardial infarct and 
50 who had had recurrent infarcts; these patients had 
received anticoagulant treatment for up to five years. 
Their method of comparison with control groups who 
did not receive anticoagulant treatment is somewhat 
complex, but they concluded that in the single-infarct 
group the death-rate was three times greater without 
anticoagulant treatment than with, and in the recurrent- 
infarct group the death-rate was five times greater. 
WAALER * in Oslo has lately reported on the results of 
continuous anticoagulant treatment in 275 patients with 
angina pectoris who were observed for up to three and 
a half years (average two and a half years). At first 
dicoumarol was used, but later phenindione. WAALER 
concluded that long-term anticoagulant treatment 
significantly reduced the mortality among his patients, 
taking for comparison a similarly collected series of 
ane who had not had anticoagulant treatment at all. 


yey ney, aty, S. = Truelove, S. C. Lancet, 1957, i, 1155, 1209. 
Pp. 
Owren, Pp *Scheveis. med. Wschr. 1954, 84, 822. 
> Tulloch, i, by . Ss. Sy 1954, 9, 823. 
Keyes, LW Smith, E. J. ibid. 1956, 14, 254. 
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The frequency of myocardial infarctions was also clearly 
reduced. The effort tolerance of the patients was greatly 
improved in 38°, and slightly improved in a further 
12%; this amelioration occurred gradually in the first 
year of treatment. Hemorrhagic complications were 
few; there were only 15 bleeding episodes needing 
treatment; 3 of these were fatal cerebrovascular acci- 
dents, but all 3 patients had hypertension. Of his 275 
patients 223 had no bleeding at all. 

An interesting account of ten years’ experience with 
long-term anticoagulant treatment has been published 
by BENJAMIN MANCHESTER’. Alternate patients were 
allotted to the treated or control groups; the treated 
patients were given dicoumarol or acenocoumarin 
(‘ Sintrom ’), and otherwise both groups had the same 
medical care—i.e., diet, digitalis, diuretics, and sedatives 
when required. Satisfactory records were obtained for 
204 patients who had been kept on anticoagulants for 
one to ten years, and for 200 control patients. The two 
groups were closely comparable; for example, in the 
treated group 74%, were classified as “ poor risks ” and 
26%, as “ good risks ”, while in the control group the 
figures were 71°, and 28%; 25% of the anticoagulant 
group had had previous myocardial infarction, compared 
with 20%, of the controls. Hemorrhagic complications 
were few; of the 204 anticoagulant-treated patients only 
6 were affected, and none died of such complications. 
The incidence of subsequent myocardial infarction was 
three times greater, and the mortality-rate eight times 
greater, in the control than in the anticoagulant-treated 
group. The overall mortality due to thromboembolism 
and hemorrhage was 8°, in the anticoagulant group 
and 42°, in the control group. On the other hand, the 
incidence of angina pectoris after infarction seemed to 
be unaffected by the treatment; the rate was 36% for 
both groups. More than half of the anticoagulant group 
showed increased tolerance in walking and with the 
Masters two-step test; only just over a quarter of the 
control group improved. MANCHESTER considers that 
his own and previous reports show that the serious risk 
of recurrent myocardial infarction after a first attack 
can be mitigated by anticoagulant treatment. But he is 
not satisfied with present results, and he rightly points 
out that, though anticoagulant treatment reduces the 
incidence of subsequent infarction and of thrombo- 
embolic complications, the fact that these continue to 
occur “indicates the limitations of presentiy available 
oral anticoagulants ”’. 

Results like these inevitably lead to inquiries about 
extended arrangements for long-term anticoagulant 
treatment. Such arrangements may not be easy to 
provide in all general hospitals. Tooury ® has pointed 
out that “in the control of treatment there are two 
equally important essentials—adequate laboratory tech- 
nique and administration of the anticoagulant drug by 
a clinician experienced in its use ”’. 

*“* Adequate laboratory technique” means reliable 
estimation of plasma-prothrombin.* At present Owren’ s 

"7. Manchester, B. Ann. intern. Med. 1957, 47, 1202. 


8. Toohey, M. Brit. med. J. Feb. 1, 1958, p. 252. 
9. doedamen 1957, ii, 679. : 
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“p. & Pp.” (prothrombin & proconvertin) technique is 
having some vogue, and its principles and technique 
have been set out afresh by ALLINGTON."” The method 
uses diluted plasma; excess fibrinogen and factor v 
(proaccelerin) are added in the form of bovine plasma 
from which factor vi (proconvertin) and prothrombin 
have been absorbed; the source of thromboplastin is a 
standardised saline extract of human brain, and buffer 
solutions are used to keep ionic strengths constant. It is 
claimed for this method that it shows less day-to-day 
variation than Quick’s, and reflects changes in the 
prothrombin level sooner. ALLINGTON thinks that the 
““p. & Pp.” method is valuable for control of all types of 
anticoagulant therapy, and points out that with it 
reliable results on specimens sent through the post can 
be obtained. TooHery " agrees that this test is very 
useful for the smooth control of the acute and immed- 
iately subsequent phases of a myocardial infarction, but 
for the control of long-term anticoagulant treatment 
“it is difficult to see how Owren’s technique will 
materially improve on Quick’s method. Indeed, in a 
busy outpatient clinic, where large numbers of tests have 
to be made quickly to avoid keeping the patients waiting 
too long, the speed and simplicity of Quick’s method 
are a decided advantage”. MANCHESTER ” has a tech- 
nique of his own devising in which the estimation is 
made on capillary blood collected from a skin puncture 
in a hemoglobin pipette; such a method, obviating 
venepuncture, deserves careful study. 

Experience in the use of anticoagulant drugs— 
TOoHEY’s second essential—means that the physician 
concerned should be regularly treating patients. 
From the large number of drugs available, he may have 
selected a few and become familiar with their properties ; 
Toouey,® for example, uses phenindione or warfarin 
sodium for initial short-term treatment, and dicoumarol 
or the newer phenylpropylhydroxycoumarin (‘ Mar- 
coumar’) for long-term anticoagulant treatment. It 
should not be difficult in a general hospital to arrange 
that one physician is responsible for most of the patients 
needing anticoagulant treatment, and his advice would 
be available for his colleagues. What the patient is 
likely to find irksome is having blood samples for pro- 
thrombin estimation taken at fairly short intervals. 
MANCHESTER had tests done on his patients at least once 
a month; WAALER® considered that the estimations 
should be done at intervals not longer than three weeks, 
and OLWIN and Koppet ™ at intervals no longer than 
two weeks. Such a programme, extending over years, 
with fresh cases being added all the time, will surely call 
for resources that few laboratories at present possess. 
In the American series most of the patients were paying 
for their treatment, and some physicians have organised 
home collection of blood specimens for prothrombin 
estimation; in this country a postal service may prove 
helpful. No doubt, once convinced of the value of long- 
term anticoagulant treatment, health service authorities! 
will eventually provide the necessary clinical and 
laboratory facilities. No half-measures will be effective. 

10. Allington, M. J. 7. tin. Path. 1958, 11, 62. 


11. Toohey, M. ibid. p. 
12. Olwin, J. H., come S. L. Arch. intern. Med. hn 100, 842. 


Chemoprophylaxis of Tuberculosis 

IN this country, and in others where the incidence and 
importance of tuberculosis are declining, it is not always 
realised that of all the infectious and parasitic diseases 
throughout the world tuberculosis remains in the lead.! 
Ten years ago it seemed that widespread B.c.G. vaccina- 
tion offered the best prospect of controlling it; for vast 
improvements in living conditions and nutrition could 
not be expected overnight, and the discovery and 
segregation of infectious patients by full chest-clinic and 
hospital services were economically impossible. Since 
then the treatment of tuberculosis has been radically 
improved; and now it is possible to conceive effective 
measures to reduce the disease even in the face of poor 
living standards and little money. According to W.H.O.? 
“In vast areas of the world the control of tuberculosis 
may well eventually depend on the widespread use of 
cheap drugs for therapeutic and prophylactic pur- 
poses ”’.2 With a communicable disease all effective 
therapeutic measures are preventive. The term chemo- 
prophylaxis is sometimes used rather loosely. For 
instance, last year a W.H.O. study group® included 
under prophylaxis the administration of isoniazid to 
persons with no evidence of tuberculosis except a posi- 
tive tuberculin skin reaction. This implies that a person 
infected with tubercle bacilli is not diseased if no 
lesions have been discovered by our still crude methods 
of investigation; which is surely an unnecessary exten- 
sion of the usual meaning of prophylaxis, when such a 
procedure can just as well be called treatment. Indeed, 
the problem might be seen more clearly if these people 
were considered diseased‘; for “diseased” implies 
failure of prophylaxis, and as long as. there are people 
requiring “‘ chemoprophylaxis ” there is need for more 
prevention. Antibacterial drugs can make infectious 
people non-infectious or prevent the non-infectious 
from becoming infectious, and they may also stop the 
non-infected from becoming infected; but this is not 
the sense in which the term is being used in tuberculosis. 

Mircuison °* has analysed some of the factors relevant 
to the prophylactic use of isoniazid. There is, in fact, 
little experimental evidence. It seems likely from 
observations on animals that isoniazid administered at 
the time of exposure to tubercle bacilli could completely 
prevent disease and be a true prophylactic. In practice, 
however, this use of antibacterial drugs would be 
limited to small selected groups—for example, those 
accidentally infected in laboratories, uninfected nurses 
exposed to infectious patients for short periods, or unin- 
fected contacts who for some reason were not being 
vaccinated with B.c.G. CANETTI ® suggested that iso- 
niazid could be used for immediate protection while 
immunity was developing from vaccination with an 
isoniazid-resistant variant of B.c.G.; but there seems as 
yet no experimental support for this. In people with 





1. Epidem. vit. Statist. Rep. 1957, 10, 351. 

2. Chron. Wid Hith Org. 1957, 11, 305. 

3. Chemotherapy and Commegeoptyienie in Tuberculosis Control. Wid 
Hith Org. tech. Rep. Ser. 1957, no. 141. 

4. See Lancet, Feb. 8, 1958, p. 302. 

5. Mitchison, D. A. Advances in Tuberculosis Research; vol. 8, p. 304. 
Oxford, 1957. 

6. Canetti, G. Amer. Rev. Tuberc. 1956, 74, 219. 
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tuberculin skin sensitivity the bacilli may be actively 
dividing or physiologically inert. If actively dividing 
they would be susceptible to the bactericidal activity of 
isoniazid, though if present in large numbers they 
might not be completely eradicated. ROBINSON et al.’ 
administered isoniazid to 6 infants with tuberculin skin 
sensitivity and normal chest radiographs, and observed 
a change to insensitivity in 4 of them; but this change 
did not take place in 7 infants who had radiographic 
abnormalities. If the bacilli are mainly dormant, iso- 
niazid administration would kill them only slowly, and, 
unless given for very long periods, might not reduce 
the incidence of spreading disease. MITCHISON points 
out that the experimental work concerning the effect 
of isoniazid administration on the development of 
immunity—which has given discrepant results—is highly 
artificial and probably irrelevant to the problem in man. 
The risk of the emergence of resistant strains of bacilli 
from isoniazid chemoprophylaxis has been much dis- 
cussed, but again there are few facts. MITCHISON 
concludes that the risk in the previously uninfected— 
true prophylaxis—is probably very small; but in the 
previously infected it might be larger, because of the 
bigger bacterial populations exposed to the drug, and 
in those with radiographically manifest lesions it would 
be larger still. 

The prophylactic effect of isoniazid in infected child- 
dren has been studied by the U.S. Public Health 
Service.* 1376 children received isoniazid and 1335 
had identical inert tablets. About 40°, in each group 
had no evidence of infection other than tuberculin skin 
sensitivity, and none of the children had any symptoms. 
Treatment had been continued in some of them for up 
to thirty months when the report was prepared. Serious 
extrapulmonary tuberculous complications developed 
in 5 children receiving isoniazid and in 28 receiving the 
inert tablets. The risk of these complications increased 
with the extent of radiographic involvement; it was 6 per 
1000 in those without X-ray abnormality and 59 per 
1000 in those with manifest lung lesions. In a second 
trial household contacts in fourteen cities in the U.S.A. 
are receiving daily doses of isoniazid or an inert tablet, 
and the subsequent incidence of tuberculosis is being 
observed.* Chemoprophylaxis is being extensively used 
by ZorINI in Rome.'° 

The W.H.O. study group strongly recommended that 
more field and laboratory research be undertaken. 
They suggested that in areas of high tuberculosis 
prevalence isoniazid be administered to people with 
tuberculin skin sensitivity who are in contact with 
infectious cases. They also draw attention to the 
urgent need to investigate the extent to which un- 
educated and entirely symptom-free persons will 
continue taking drugs. It would be worth investigating 
also the capacity of the educated patient for regular 
self-medication. A primitive superstitious people 


may possibly be persuaded to take medicine regularly 
” Sasa A., Meyer, M., Middlebrook, G. New Engl. J. Med. 1955, 
. United States Public Health Service. Amer. Rev. Tuberc. 1957, 76, 942. 


9. Palmer, C. E. Bull. int. Un. Tuberc. 1957, 27, 364 
10. Zorini, O. ibid. 1957, 27, 339. 


with greater ease than a sophisticated one. In one 
report from this country half the outpatients at a clinic 
were thought on the basis of urine tests to be taking 
their P.A.S. irregularly." In this report it seemed to 
be assumed that the patients would take isoniazid 
more regularly than P.A.s.; but there is no evidence of 
this. Is not at least some of the defaulting caused by 
forgetfulness ? In all lands responsibility for medication, 
both for prevention and for treatment, now often rests 
largely with the patient; and it is important to establish 
the extent to which patients fail in this, and how much 
it matters if they do sometimes fail. 





Annotations 





BIGGER CONTRIBUTIONS 
FROM next July the weekly contribution to the 
National Health Service will be raised by 6d. for men, 
4d. for women, and 2d. for juveniles, and their employers 
will pay an extra 2d. These increases, the Chancellor of 
the Exchequer said on Tuesday, will bring in about 


‘ £24 million in the next financial year, and about £32 


million in a full year. From July the total National 
Health Service contributions for men, women, and 
juveniles will be 2s. 4d., ls. 8d., and 1s. 4d., and these 
contributions, by worker and employer, will pay for 
just under a fifth of the gross cost of the service, compared 
with about a ninth at the present time. When the scheme 
started (Mr. Heathcoat Amory said) the intention was 
that these direct contributions should cover a fifth 
of all Health Service expenditure; and _ certainly 
there are advantages in the public paying from their 
wages and salaries a significant proportion of what the 
service costs—especially if they understand what that 
proportion really is. On the other hand, a fifth of the 
cost of the service in 1958 is much greater than a fifth 
ten years’ ago; and for some families the proposed sub- 
traction of ten shillings from the breadwinner’s pay- 
packet (for National Insurance and National Health) 
will be about as much as they can stand. The objection 
to flat-rate compulsory contributions as a means of 
financing national schemes is that they bear most hardly 
on those who have least money, and the Government’s 
new requirements will be criticised for their further 
retrogressive effect. If more money is to be raised in 
contributions rather than by additional ordinary taxation 
the time may soon come when it will be impossible to 
maintain the flat rate, and contributions will have to be 
related to income. 


CULTURAL FACTORS AND MENTAL HEALTH 

Tue evaluation of “‘ normal” behaviour is one of ‘the 
great problems facing the psychiatrist; for an act or 
opinion which seems normal to one observer may seem 
eccentric to another, or schizophrenic to a third. Much 
has, of course, been learnt from the study of differing 
cultures and of the required standards therein: for 
example, by their survey of the behaviour of some 200 
different peoples—a book too little known by those who 
write on sexual offences and the law—Ford and Beach ™* 
have added to our understanding of sexual activities. 
By comparing the incidence and character of mental 
ll. Dixon, Ww. M., Stradling, P. Wootton, I. D. P. Lancet, 1957, ii, 871. 


12. Ford, C. S., Beach, . Patterns of Sexual Behaviour. New York, 
1951 ; London, 1952. 
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disease in races with different customs, and indeed in 
subgroups of the same people, the cultural approach 
may reveal extiological factors in mental disease. The 
study of mental illness in underdeveloped countries may 
help their governments to plan psychiatric services and to 
train staff to the best possible effects. Such studies 
might, also, assist in inter-racial understanding and 
ultimately have implications for international politics. 


Some of these topics were discussed at the Royal 
Society of Medicine on Feb. 11 by the Section of 
Psychiatry, to which Dr. G. M. Carstairs presented some 
conclusions from a year’s psychiatric and anthropo- 
logical study of a village community in India. The idea 
that some peoples are immune from psychosis, he said, 
has now died: careful study has always shown that mental 
illness exists even though it may not be recognised as 
such by the community. In the most careful study of a 
relatively primitive community yet made, Lin ™ found 
in Formosa an incidence of mental disease remarkably 
similar to that in Scandinavia and elsewhere, though 
psychotic depression was somewhat less prevalent. This 
infrequency of depression, noted as long ago as 1904 by 
Kraepelin on a visit to Java, was observed also by 
Dr. Carstairs in Indians, though he suggested that a true 
endogenous depression may appear in disguised form— 
e.g., in the phenomenon of amok in Malays, which 
passes from a phase of sulking and withdrawal to a 
deliberate suicide in which the victim takes as many 
with him as he can. Though schizophrenia has been 
found to take different forms with delusional content 
appropriate to the cultural background, the atmosphere 
in the Indian mental hospital is remarkably like that of 
the European, with mania,’ catatonia, and depressive 
stupor clearly seen—a point underlined by Prof. W. 
Mayer-Gross in the discussion. With the neuroses, 
however, no such familiar pattern is evident, and it appears 
that cultural factors strongly affect the form of illness : 
hysterical dissociation states of gross degree were common, 
and there was a condition called jiryan, characterised by 
exhaustion, impotence, inertia, and complaints of wasting, 
which occurs frequently, resists treatment, and is 
ascribed by the patients to a leaking away of seminal 
fluid. In India, fear plays a great part in illnesses— 
whether fear of witchcraft, devils, or sudden death. 
Treatment must take this into account, and it must also 
allow for the advice on daily routine which the patient 
expects. 


Dr. Carstairs finally brought the topic nearer home by 
speaking of the difficulties of the overseas student in this 
country, separated from his large family for the first 
time in his young life, studying in a foreign language and 
amid an alien culture a subject which does not always 
interest him. A mild paranoid reaction is common, 
and kindly understanding is essential in handling 
problems as they arise. Even nearer home, within our 
Anglo-American society, there are cross-cultural prob- 
lems, as illustrated by Hollingshead and Redlich’s “ 
demonstration that different use of language and a 
different sense of values may hinder the middle-class 
therapist’s treatment of the working-class patient. 
Though sociological investigations are proceeding, we 
lack precise knowledge of customs and beliefs in some 
parts of our own culture. While the mental mechanisms 
discovered by Freud and others may perhaps be universal, 

13. Lin, T. Psychiatry, 1953, 16, p. 313. : 


14. Hollingshead, A. B., Redlich, F. C. in the press. 


life experience varies greatly, and the relevance of this to 
subsequent symptomatology is not clearly known. It 
must be recognised that the bulk of psychoanalytic 
knowledge still related largely to a limited stratum of a 
very small number of societies. 

Until further work is done, the practising psychiatrist 
here and in foreign parts can do little more, as Dr. 
Carstairs said, than do his best to see the situation in 
some measure, from the patient’s point of view. 


SPINAL ANAESTHESIA 

Mr. Lake’s plea this week (p. 387) for renewed interest 
in spinal anesthesia once more draws attention to a 
controversial subject. The virtues of this method, which 
requires only a single, simple injection, comprise localised 
anesthesia, relaxation, absence of venous congestion, and 
contraction of the intestines—qualities of special value 
during intra-abdominal operations. As a whole they 
cannot be gained to the same extent with any form of 
general anesthesia, and certainly not without administra- 
tion of several drugs. They are, however, together rarely 
essential for the success of any opefation, and can be 
achieved by spinal anzsthesia only at the risk of compli- 
cations. 

The commonest sequels are headache and backache. 
10 to 15% of all patients submitted to this form of anzs- 
thesia have headache subsequently, and some of these have 
ocular or auditory difficulties. Backache is far from 
uncommon. None of these complications is likely to be 
permanent; but they may last for several months, and 
often cause considerable hardship even when their dura- 
tion is short.! They can be likened to the postanesthetic 
sickness and sore throat that equally commonly follow 
general anesthesia, but neither of these is so persistent. 
The rarest and most devastating complication of spinal 
anesthesia is permanent paraplegia or more localised 
paralysis; there may be other minor, though usually 
temporary, neurological sequels.* 

Mr. Lake rates the notoriety given to the permanent 
neurological complications of spinal anesthesia as the 
principal reason for its decline in popularity in Great 
Britain; with, close behind, the introduction of muscle- 
relaxant, hypotensive, and other drugs. It is also true 
that the longer duration of many present-day operations, 
and the more leisurely pace of some surgeons, cannot 
be covered by a single subarachnoid injection of local 
anesthetic; and continuous injection through.an indwell- 
ing needle or catheter is likely to increase the incidence 
of neurological troubles. Moreover, few patients relish the 
idea of a major operation while awake, and many surgeons 
are unwilling or unsuited to operate on a conscious patient. 
Light general anesthesia can usually be safely combined 
with spinal, but its use in this way detracts from the 
overall advantages of purely regional anzsthesia. 

Although all these factors have undoubtedly contributed 
to the decreased use of spinal anzsthesia, the general 
availability nowadays of trained anzsthetists is probably 
of greater importance, for they are able to satisfy the 
needs of most patients and surgeons by general methods. 
The incidence of most complications of spinal (as of 
general) anesthesia can be reduced by care and attention 
to detail and with experience of the technique, and it 
might be supposed that in competent hands there would 
be little to choose between the two on the score of mor- 
bidity. This is not so. There is ample evidence that the 

~~]. Vandam, L. D., Dripps, R. D. J. Amer. med. Ass. 1956, 161, 586. 

2. Vandam, L. D., Dripps, R. D. Surgery, 1955, 38, 463. 
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temporary and permanent complications of general 
anzsthesia can be reduced without undue difficulty,° 
but the problem of eliminating the risk of paraplegia after 
spinal anzsthesia is, as Lake admits, unsolved, and it 
must be accepted that, even when errors of technique are 
excluded, subarachnoid injection of a local-anzsthetic 
drug may lead to permanent damage. We remain con- 
vinced ‘ that this hazard, however rare, should be accepted 
only in cases where other methods of anzsthesia are 
unsuitable. 


BEHCET’S DISEASE AND THE NERVOUS SYSTEM 
IN a series of papers published between 1937 and 
1940 Behcet 5-* described the classical features of the 
disease which is now named after him. This has three 
main features: ulcers in and around the mouth, ulcers 
on the genitalia, and involvement of the eyes. The 
lesions occur in acute attacks, lasting from one to four 
weeks, and usually recurring several times a year; there 
is little constitutional disturbance. In the mouth painful 
superficial ulcers covered by a greyish-yellow slough 
appear on the lips, gums, tongue, palate, or buccal 
mucosa. In the génitalia the scrotum or labia are most 
commonly involved, but ulcers may also develop on the 
penis or in the vagina and in the perineum. The lesions 
usually start as small papules or vesicles which rapidly 
ulcerate, and when they heal there may be scarring; 
these ulcers are often accompanied by enlargement of the 
inguinal glands but not by urethritis. The commonest 
ocular lesion is iritis, which may involve one eye before 
the other; but choroiditis and vitreous and retinal hemor- 
rhages are not uncommon, and in many cases as a result 
of recurrent attacks the visual acuity progressively 
deteriorates and eventually the patient may become blind. 
Rarer features of the disease are erythema nodosum, 
which affects about a third of the patients, furunculosis, 
thrombophlebitis, usually in the legs, and pain in the 
joints, sometimes accompanied by an effusion. It 
has been suggested ® that this disorder was described by 
Hippocrates. In the third book of The Epidemics © ™ 
he refers to a disease in which there were aphthous ulcera- 
tion in the mouth, “ defluxions ”’ about the genital parts, 
ulceration and boils in the groins, and chronic painful 
inflammation in the eyes. The main difference from what 
is now called Behget’s disease is the description of 
fungous growths on the eyelids which might lead to 
blindness and also growths on the genital ulcers. 
Involvement of the nervous system in Behcet’s disease 
was first described by Knapp in 1941,!* and since then 
fourteen or fifteen cases have been reported, including 
two from Wales by Pallis and Fudge ™ and three from 
the London Hospital by Wadia and Williams.* Neuro- 
logical involvement appears to develop after other lesions 
have been present intermittently for two or more years, 
and as with the mucocutaneous and ocular lesions 
acute episodes with remissions are usual. The neurological 





"Béweedes. G., Morton, H. J. V., Pask, E. A., Wylie, W. D. Anesthesia, 
1956, 11, 194. 

See Lancet, 1951, i, 516. 

Behcet, H. Derm. Wschr. 1937, 105, 1152. 

. Behget, H. rT "Soc. frome. Derm. s yph. 1938, 45, 420. 

. Eebest. Ht. ibid. 1939, 46, 67 

. Behset, Ht Dermatologica 1940, 81, 73. 

: eigenbaum. Brit. J. Ophhal. - 1956, 40, 355. 

10. Adame, F Hippocrates; vol. 1, p. 403. London, 
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Hippocrates, with an a translation; vol. 1, 
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picture is varied, but so far no instance of peripheral 
neuropathy or cerebellar involvement has been reported. 
In some patients there has been an acute onset of meningo- 
encephalitis with fever, headache, meningeal irritation, 
and signs of central nervous (usually brain-stem) involve- 
ment; in these patients there has been an increase of 
cells in the cerebrospinal fluid, lymphocytes nearly always 
predominating. In other patients neurological involve- 
ment may develop more slowly, often with remissions and 
relapses, causing progressive disability. In these, too, the 
brain-stem is usually affected, but there may also be 
parkinsonian signs and progressive dementia with 
epilepsy. In these more chronic cases the cerebrospinal 
fluid is either normal or contains a slightly increased 
number of lymphocytes. The diagnosis may be difficult, 
the more acute cases resembling tuberculous meningitis 
or a virus encephalomyelitis, and the more chronic ones 
disseminated sclerosis. Possibly these cases are com- 
moner than the relatively few published reports would 
suggest; for if the mucocutaneous lesions have healed 
or are slight, the possibility of Behcet’s disease could 
easily be overlooked. The disorder may cause consider- 
able disability from the recurrent oral and genital ulcers 
and failure of vision from the ocular involvement, and 
several patients with neurological involvement have 
died. McMenemey and Lawrence * have described the 
pathological findings in two patients. There were 


‘ multiple small lesions, with a predilection for the hypo- 


thalamus and brain-stem, consisting of small softenings 
related to the smaller blood-vessels and rather commoner 
in the white matter than in the grey. There was also some 
perivascular infiltration with lymphocytes and microglial 
cells; but changes in nerve-cells were slight, no intra- 
nuclear inclusion bodies were found, and there were no 
definite capillary or venous thromboses. 

There have been various conjectures about etiology, 
such as that it is a primarily vascular disorder, an allergic 
reaction, or a virus infection. Behget claimed to have 
found inclusion bodies in smears of hypopyon fluid and 
in the exudate from ulcers in the mouth which suggested 
a virus infection, but Jensen ** was unable to confirm 
these findings. Sezer '’ in 1953 claimed to have isolated 
the virus from the vitreous of an enucleated eye and from 
subretinal serous fluid obtained by puncture from two 
other cases, and to have transmitted the virus to labora- 
tory animals, causing encephalitis in mice by intra- 
cerebral injection and chorioretinitis in rabbits by 
injection into the vitreous fluid. He also claimed that the 
material gave strongly positive complement-fixation and 
neutralisation reactions with the sera of twelve patients 
suffering from Behcet’s disease but not with the sera of 
healthy controls. Later * he isolated a virus from the 
blood and urine of twenty patients with the disease in an 
active phase. There was no confirmation of a virus origin 
till 1957, when Evans et al.’* obtained a virus from a 
mixture of cerebrospinal fluid and brain-tissue and 
from aqueous fluid obtained at necropsy; they were 
unsuccessful with blood, urine, cerebrospinal fluid, and 
fluid from the anterior chamber of the eye, obtained from 
another patient during life. They were able to culture 
the virus but not to transmit it to laboratory animals. 
They found that the sera of six out of eleven patients with 
Behcet’s disease had virus-neutralising antibody to a 


15. McMenemey, W. H., Lawrence, B. J. Lancet, 1957, ii, 353. 
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titre of 1/32 or more, while the sera of fourteen healthy 
controls had no detectable neutralising antibody. These 
findings, if confirmed in further cases, will be strong 
evidence that this peculiar disorder is caused by an 
infection. 


THE NAME’S NOT THE SAME 


BACTERIAL nomenclature is not static; for it is influenced 
by trends in classification. One function of Bergey’s 
Manual is to serve as a guide to the naming of bacteria, 
and its usage is followed closely by almost all American 
bacteriologists, increasingly by bacteriologists in Europe, 
and by biochemists in this country. In this country the 
National Collection of Type Cultures has published lists 
of the species it maintains; and these lists have, like 
Bergey’s Manual, served as guides. The publication of a 
new edition of the Manual ' and of a Catalogue of Species * 
in the National Collection of Type Cultures has almost 
coincided. 

Inevitably there are differences in the names used for 
some of the bacteria; but, since the compilers of both 
publications claim to be inspired by the Bacteriological 
Code of Nomenclature and by the opinions expressed by 
the appropriate international committee, they are sur- 
prisingly numerous even among the commoner bacteria of 
medical interest. Some differences in naming are due to 
differences in classification; for example, in the N.C.T.C. 
Catalogue the glanders bacillus and Whitmore’s bacillus 
are both in the same genus, Loefflerella; but in the Manual 
the first appears as Actinobacillus mallei and the second as 
Pseudomonas pseudomallei. Chromobacterium violaceum of 
the N.C.T.C., based on the work of Sneath,* grows at 
37°C and corresponds with C. janthinum of the Manual. 
Bergey’s Chromobacterium violaceum is Sneath’s C. 
lividum, and will not grow at 37°C. The classification (and 
naming) of the paracolon bacilli is treated differently in 
the two works; the Manual has one genus, Paracolo- 
bactrum, for all paracolons, but the N.C.T.C. follows the 
recommendations of the Enterobacteriacee subcommittee, 
and recognises several groups and introduces names such 
as Arizona arizone and Hafnia alvei. The differences are 
as follows: 

Bergey 
a amc equal 


N.C.T.C. Catalogue 
Achromobacter equuli 





sp dl Loefflerella pseudomallei 
Aeromonas hydrophila Pseudomonas hydrophila 
Escherichia freundii Citrobacter freundii 
Aerobacter cloaca Cloaca cloace 
Paracolobactrum aerogenoides Hafnia alvei 


Arizona arizone 
Chromobacterium prodigiosum 
Shigella dysenteria type 2 
Shigella dysenteria types 3-6 
Escherichia alkalescens 
Escherichia dispar 

Pasteurella septica 
Haemophilus canis 

Loefflerella mallei 


Paracolobactrum arizona 
Serratia marcescens 

Shigella schmitzii 

Shigella arabinotarda 

Shigella alkalescens 

Shigella dispar 

Pasteurella multocida 
Haemophilus hamoglobinophilus 
Actinobacillus mallei 
Sphaerophorus necrophorus Bacteroides necrophorus 
Diplococcus pneumonia Streptococcus pneumonia 
Corynebacterium pseudodiphtheria Corynebacterium hofmannii 
Erysipelothrix rhusiopathia 
Erysipelothrix muriseptica 
Chromobacterium lividum 


Chromobacterium violaceum 
1. Bergey’s Manual of Determinative Bacteriology, 7th ed. Edited by 
R. S. Breep, E. G. D. Murray, and N. R. SmitH. London: Bailliére, 
Tindall & Cox. 1957. Pp. 1094. £6. 
. The National ae of of TyPe Cultures; Catalogue of Species. M.R.C. 
memorandum no. 35. Stationery "Office. Pp. 33. 2s. 6d. 
3. Sneath, P. H. A. Js on Microbet 1956, 15, 70; Int. Bull. bact. Nomen. 
Taxon. 1956, 6, 6 


Erysipelothrix insidiosa 


Chromobacterium violaceum 
Chromobacterium janthinum 


Both lists agree in the naming of most organisms, and 
it is a pleasure to record that Micrococcus pyogenes var. 
aureus of the Manual, and Staphylococcus pyogenes of the 
N.C.T.C. Catalogue have both disappeared and are 
replaced by Staphylococcus aureus. The “‘ B. coli” of our 
youth is now Escherichia coli, and Shiga’s dysentery 
bacillus is Shigella dysenterie serotype 1. 


Most virus workers will welcome the deletion of viruses 
from the Manual; this will probably make easier the 
transition from the vernacular to a more scientific nomen- 
clature for these ‘‘ microorganisms ” 


CONTROL OF DANGEROUS DRUGS IN HOSPITAL 


Tue Central Health-Services Council, impressed by the 
hazards of careless handling in hospitals of dangerous 
drugs and poisons, set up a subcommittee to consider the 
control of these substances. Foremost among the sub- 
committee’s recommendations ' is one that no hospitals 
should be entirely without the services of a pharmacist, 
and that the purchase and storage of dangerous drugs and 
the inspection of ward drug cupboards should always be 
under the control of a pharmacist. The subcommittee 
emphasises that drugs should not be administered without 
a written prescription. The relevant Acts make it quite 
clear that only in real emergency can they be administered 
on verbal or telephoned instructions, and that the order 
must be confirmed by a written prescription within 
twenty-four hours. This provision is too often neglected, 
and not uncommonly nurses administer drugs on their 
own initiative. 

The subcommittee recommends that the abbreviations 
P.R.N. and S.0.S., being open to more than one interpreta- 
tion, should be abandoned; that a uniform ward order 
book should be used throughout the National Health 
Service ; and that the dose of medicine administered should 
be checked against the original prescription, and, when 
a new prescription sheet is started, all the drugs which the 
patient is receiving should be brought forward on to it. 
It often happens that administration of a medicine once 
prescribed is continued until the prescription is cancelled 
by the doctor. 

The subcommittee reasonably suggests that medicines 
other than poisons, and also reagents, disinfectants, and 
so forth, be kept in locked cupboards. Its condemnation 
of the practice of some sisters of accumulating unofficial 
stocks is justified. Most hospital pharmacists will have 
seen, during ward inspections, drugs which are out of 
date and potentially dangerous; such stocks. are often 
stored in improperly labelled containers, and prohibition of 
relabelling of drugs by nurses is an essential precaution. 

The subcommittee has done a valuable service in 
devising a reasonable code for the control of dangerous 
drugs and poisons in hospitals. General adoption of its 
recommendations would greatly reduce the risk of acci- 
dents or misuse. 


1. Central Health Services Council: Re Report of ‘the: Joint Subcommittee on 
the Control of Dangerous } ae and Poisons in Hospitals. H.M. 
Stationery Office. Pp. 25. 2s. 





Tue INDEX and title-page to Vol. II, 1957, which was com- 
pleted with THe Lancet of Dec. 28, is to be issued next week. 
A copy will be sent gratis to subscribers on receipt of a post- 
card addressed to the Manager of THE LANcET, 7, Adam 
Street, Adelphi, W.C.2. Subscribers who have not already 
indicated their desire to receive indexes regularly as published 
should do so now. 
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SHADOW AND SUBSTANCE 
Some Changes in the Mental Hospital 


J. A. R. BICKFORD 
M.R.C.S., D.P.M. 
PHYSICIAN-SUPERINTENDENT, DE LA POLE HOSPITAL, WILLERBY, 
EAST YORKSHIRE 

IF one cannot visit a mental hospital and does not 
know any member of the staff, it is hard to say whether 
it is good or not. One can make some sort of guess from 
the published work which comes from it, but this is not 
a very reliable means of judging its merit from the 
standpoint of the worried parent or the patient who is 
seriously ill. Many hospitals try to provide full informa- 
tion about their activities, and their reports at least give 
an idea of what they regard as evidence of creditable 
activity. 

Some years ago great stress was laid on the number 
of pathological investigations made within the hospital; 
later on, particular attention was drawn to the physical 
methods of treatment available. Then the emphasis 


shifted to increase in the number of admissions each year. 


and the number of outpatient clinics held. Today every 
hospital that wants to be thought progressive announces 
that most of its wards are open and that a high proportion 
of its population are voluntary patients. But these two 
last criteria are, like the others, fallible; and there is 
some risk that they may mislead both the public and the 
medical profession. 
APPEARANCES DECEPTIVE 

If one takes the trouble, almost every long-stay patient 
can be persuaded to sign a voluntary-patient form. 
Some will do this because they think that they will then 
be masters of their fate, but most will sign it because 
they would sign any piece of paper put in front of them 
if spoken to firmly enough. From the psychiatrist’s 
point of view there are big advantages in having as many 
patients as possible voluntary. For one thing, he is 
freed from the burden of having to examine them for the 
statutory renewal. But, though this saves the psychiatrist 
trouble, it is of disservice to the patient because it deprives 
him of one more safeguard. If a renewal has to be written, 
the patient must be examined; and occasionally he will 
have some fresh method of treatment recommended or 
may even be found fit for discharge. Sometimes the 
Board of Control will decide that the grounds for further 
detention are insufficient and will order his release. 

Many so-called voluntary patients are in fact chronic 
schizophrenics who have little idea of where they are 
or what they are doing, and have no more understanding 
of their new status than of their old. Moreover, a 
voluntary patient who wants to leave hospital but is not 
fit to exercise his rights will be told quite frankly that 
he cannot go. If he tries to leave the ward, a nurse will 
bar the way and he will find himself in bed with his 
clothes hidden away until he desists from any attempt to 
use his privileges to leave when he wants to—a privilege, 
which he very likely did not seek and which was thrust 
on him for the good name of the hospital. 

Like voluntary status, the open ward is by no means 
always what it seems. One sees, for example, the open 


ward containing fifty voluntary patients who never leave 
it except on their visit to hospital entertainments, and 
then well-escorted, or the open ward where ten or more 


of the patients are always to be found in bed because 
otherwise they would run away. There are open wards 
whose patients are by day turned out into an airing-court 
with a high iron railing with locked doors in it. If the 
patients want to reach the grounds on the other side of 
the rails they have to go up an iron staircase from the 
court to their own ward, and then down a staircase from 
it to reach another ward. From this a passage leads to the 
main entrance, where a porter may be standing. No great 
difficulty for an R.A.F. prisoner-of-war perhaps, but 
not what one thinks of when one reads of open wards. 

Admittedly, to be confined to an unlocked ward is less 
repressive than to be confined to a locked one; but nobody 
should imagine that a patient is necessarily free just 
because his ward door is not locked. 


A SUBSTITUTE FOR TREATMENT? 

But the fact that it is sometimes deceptive is not the 
most important objection to the policy of opening doors 
and calling patients voluntary. It has other and more 
serious implications. 

As children, we used to read of how desperate criminals 
in the Far East could be kept in paper cages and be 
trusted not to escape, and in a way the same sort of thing 
is happening in some of our unlocked wards. In general, 
patients in mental hospitals are not restless and anxious 
to leave; on the contrary, they are prepared to stay 


‘wherever they may happen to be. Most of the running 


away is done by a few; and experience in many hos- 
pitals shows that if the wards are unlocked the main 
incentive to leave has gone, even if the patients are not 
allowed out of the ward unless escorted. 

The danger that arises when open doors and voluntary 
status become the ord -r of the day is that they may be 
accepted as an alternative to actually treating the patients 
—an alternative to any serious attempt to make them fit 
to go home. If he is not treated, a schizophrenic patient 
whose illness is of long standing can deteriorate in an 
open wgrd as much as in a closed one, and to call him 
a voluntary patient is just as useful as calling him the 
Emperor of the Indies. It seems to me that there is still 
a steady current of opinion against treating long-stay 
patients; and the policy of the open door makes it, if 
anything, easier to avoid necessary action. 

Of the difficulties facing the psychiatrist who is anxious 

to care well for his patients, none are so great as those 
within himself. Indeed, his greatest failing may arise 
from his greatest virtue. He may work very hard and with 
skill and enthusiasm create (there can be no other word 
for it) from the raw materials of his hospital a thera- 
peutic community. But, because he has made something 
good, he may become unwilling to change it radically. 
He may fail to see that the instrument he has created is 
not perfect for all time—that as the culture of the hospital 
changes so must the therapeutic weapons alter. A hos- 
pital may be ahead of all others in the 1920s, level in 
the 1940s, and far behind in the 1960s. 
. Yet there is always room for attempting improvement. 
In the hope of finding a daily routine which for a time 
at least is more helpful to the patients, small changes and 
ventures are not to be despised; and it may perhaps be 
useful to describe one or two developments with which 
we have lately experimented. 


SMALL THERAPEUTIC CHANGES 
In our hospital of a thousand beds none of the wards 
are shut, but there are still some twenty-five patients who 
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are not encouraged to leave the ward without the nurse 
in charge being informed so that an escort can be provided 
if this is thought wise. This number is, I think, higher 
than it should be, and can be further reduced. 

There are over five hundred female patients and they 
are now occupied in much the same varied way as are the 
male patients whose activities I described in an earlier 
article.| The statement often made that lack of nurses 
is all that prevents a full and relatively free life for the 
patients of a mental’ hospital has been proved untrue 
by the fact that, even when the total number of female 
nurses of all grades on duty is twenty or less, the same 
varied day goes on. 

Last summer we were lucky enough to be able to hire 
a camp by the seaside. 

The conditions were reasonably good, though living was 
rather rough compared with the hospital. There was room for 
sixty patients. One ward was sent en masse, its patients being 
all schizophrenics in their middle 30s with an average stay in 
hospital of nearly ten years. 

They were looked after by the same nurses who cared 
for them in hospital, a van bringing the different shifts 
of nurses on duty. The chief male nurse, a charge nurse, 
and a staff nurse lived at the camp for most of the time. 

There were several good results. The patients enjoyed 
themselves, and showed it by their cheerful bearing and the 
willing way in which they worked at camp tasks. Two schizo- 
phrenics whose antisocial habits and persecutory beliefs made 
their behaviour at the hospital rather suspect, turned to and 
worked so hard that on their return to the hospital they were 
found jobs in a hospital department—one of them has just 
left to take up a paid job. Two other schizophrenics who 
normally showed little or no sign of interest in things began 
to talk, and this improvement has been maintained. 

Our local repertory theatre presents a new play each 
week, and thirty patients go to it (fifteen men and 
fifteen women). They are chosen from what in other 
days would have been called refractory wards; they all 
need considerable nursing care to keep them as well as 
they are, and they would not be able to remain well 
unless they were “ grouped” for their ordinary day. 
They behave well at the theatre. 

From another hospital we have adopted the idea of 
using a staff nurse to find work for long-stay patients who 
would not be able to find or hold a job in competition. 
(There is no idea of using him to seek work for recently 
admitted patients, because the disablement resettlement 
officers do this quite well.) 

All we ask of the employers is that they should pay the 
patient a fair wage, look after him, and see that his other 
workers appreciate the situation, and I am glad to say that both 
employers and employed have been most kind and helpful. 
Some of the work found has been for groups of up to eighteen 
patients, with nurses to help and supervise. (I may mention 
here that our hospital owes much to its trade-union secretary, 
whose advice is always sought when fresh schemes of any 
sort are considered. I wonder whether greater advances in 
mental hospitals would not be obtained if these secretaries were 
more generally consulted.) A few patients have found what 
may be regular employment and are living out of hospital. 
They know that if the job finishes they can come back to us 
until something else turns up. A nurse regularly visits their 
place of work and lodging to make sure there is nothing that 
they want and that they are well looked after. 

All these patients have been in hospital for some years and 
are obviously psychotic; but as hospital care seemed to have 
produced all the improvement it was likely to, a change of 
this nature was clearly the next step in their programme of 
treatmént. 





“TI. Bickford, J. A. R. Lancet, 1955, ii, 969. 


Another problem which we face in common with many 
mental hospitals is the patient with gross organic brain 
damage whose family would like to have him at home but 
who find his restlessness and occasional incontinence 
more than they can bear. Here, once we and the family 
feel it is proper, we send the patient home and have him 
brought up every day, including Sunday. Where necessary, 
a nurse calls at the house first thing in the morning to 
get a report and to do anything necessary to help the 
family. This, of course, is more of a geriatric than a 
psychiatric task; but by helping these old people we 
also help the ward and the morale of the nurses. When 
no serious effort is made to treat patients, the staff 
become discouraged, knowing that they have the patient 
until he or she dies. The patient’s relations also know 
that death is the only result of a stay in that ward. 

When patients are treated actively it is surprising 
what changes can be made in the most unlikely of them. 
In this hospital, except the sick wards, all the wards with 
so-called long-stay patients are the direct personal 
responsibility of a consultant psychiatrist who has no 
junior colleague to help him; for we ‘believe that con- 
sultant staff should do a large proportion of their work 
in those wards where the patients’ illnesses present 
problems requiring special skills and experience. 

SUMMARY 

Every advance may be the enemy of the next, and 
today there is a danger that open wards and voluntary 
patients will come to be regarded as an acceptable sub- 
stitute for treatment. 

The psychiatrist must be able to change his methods, 
for often a technique which produces initial improvement 
will need modification if it is to continue to give good 
results. 

The wide scope for experiment in therapeutic tech- 
niques is illustrated by some which are at present proving 
useful for patients who have been in a mental hospital 
for many years. 
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SOLDIERS AND LABORATORY. ANIMALS * 


An analogy for experimental biologists 
Major C. W. HuME 
M.C., B.Sc. Lond. 
SECRETARY-GENERAL OF UFAW (THE UNIVERSITIES FEDERATION FOR 
ANIMAL WELFARE) 

At the time of the battle of Paschendaele there was 
current a story about a general who earned for himself 
the nickname of “ Plenty-more-men”’. It was said that 
on one occasion a staff officer remonstrated against the 
reckless way in which he was squandering his reserves, 
but got the reply “‘ Oh, there are plenty more men, plenty 
more men.” Whether this story is true or not, we can 
all think of some biologist or other who deserves the 
nickname “ Plenty-more-animals ”’; if not in our own 
country, then in some foreign country where funds for 
research are available en veux-tu en voild. 

The analogy between a military commander who has 
to send his troops into battle and an experimental 





* Introductory paper read at the Uraw symposium on Humane 
Technique in the Laboratory. An abstract has already appeared 
in the report of the symposium published as vol. 6 of the 
Collected Papers of the Laboratory Animals Bureau of the Medical 
Research Council. 








on 


eo ' 


—- ~~ 


A a 








22 FEBRUARY 1958 


POINTS OF VIEW 425 





biologist who has, let us say, to ascertain an LD50 by some 
appropriate procedure is close enough to deserve con- 
sideration. 

. * * 

From the point of view of his superior officer, a soldier 
has two entirely different aspects, which I shall call 
respectively his “cold-blooded” and his “ warm- 
blooded ” aspects; and it is his superior’s duty to take 
account of both. In his cold-blooded aspect the soldier 
is a regimental number on the strength of a certain 
battalion. When his battalion is sent into action he 
automatically goes with it. The expected percentage of 
casualties will have been estimated in preparing the plan 
of battle; in other words, his chance of becoming a 
casualty is a cold arithmetical factor in a statistical calcula- 
tion. If he does become a casualty he is a detail to be 
deducted from the ration strength of his unit and accounted 
for in the parade state. That is his cold-blooded aspect. 

A laboratory animal also has its cold-blooded aspect. 
In this aspect it is just one of a sample of, say, ten, duly 
numbered in the records of the animal-house; it is one 
point on a regression line, one unit in a quantal response. 
In evaluating the results of the experiment such details 
as its litter number, age, sex, genetic history, and physical 
response to a given procedure are all that is usually taken 
into account. The fact that it has a personality is of no 


interest in this connection; the recorded data concerning: 


it are similar in principle to those which are requisite in 
relation to chemical samples or reagents, or to the charac- 
teristics of thermionic valves in an experimental apparatus. 

So much for the cold-blooded aspect of soldiers and 
laboratory animals. But each of these has a second aspect, 
which I have called the “‘ warm-blooded ”’ aspect. 

Let us take the soldier first. It is a regimental officer’s 
duty to know his men and to look after their welfare. He 
must inspect their billets and concern himself with their 
comfort. He must keep an eye on their rations and make 
a howl if these are unsatisfactory. He must arrange 
recreation for them. He must even attend, if necessary, 
to their private affairs, and do what he can for a man 
whose child is dangerously ill or whose wife has eloped 
with a stranger. This is the soldier’s warm-blooded 
aspect, and an officer who neglects it is being not only 
inhuman but also technically incompetent, because 
morale is of great technical importance and nothing is 
more destructive of morale than indifference to the fact 
that the men have human feelings as well as regimental 
numbers. A divisional general cannot, it is true, know all 
the men under his command, but even he will try to see 
as much of them as he can and to understand their human 
problems. 

In the same way laboratory animals have a warm- 
blooded aspect; even cold-blooded animals like xenopus 
have one, metaphorically speaking. A competent biologist 
will pay great attention to the housing, feeding, and health 
of his stock, and he will manage them in such a way as 
to avoid exposing them to any mental stress which is 
avoidable; he must keep them happy as well as healthy. 
Failure to do this is inhumane, but it is also inefficient, 
because healthy and contented stock are an asset in any 
research, and the biologist who was indifferent to the 
feelings of his animals would to that extent be technically 
incompetent as well as callous. The analogy can be 
pressed even further. In the same way that comradely 
relations between higher and lower ranks in an army 
are essential to good morale, so a friendly relation between 


laboratory animals and laboratory staff keeps the animals 
tame and so makes them easy to handle and free from 
stress, besides rendering their short lives happy. 

A good biologist will, then, pay much attention to this 
warm-blooded aspect of the animals he uses, first because 
as a civilised being he will wish to behave in a humane 
way; and secondly, though only secondly, because it pays 
him to do so. Humane management of laboratory animals 
makes for efficiency in research. 

* . * 

Leaving the animal-house, let us now turn to the 
laboratory. Many years ago, the late Prof. E. S. Starling 
expressed to me the opinion that a good deal of the 
physiological research which was being done in a certain 
foreign country was being vitiated because the physio- 
logists concerned did not trouble to eliminate pain, and 
so the secondary effects of pain were being confounded 
with effects of other conditions which these workers were 
trying to study. 

Dr. W. M. S. Russell has conveniently classified under 
three headings, which he calls the “three Rs,” the 
considerations which bear upon the warm-blooded aspect 
of animals in the laboratory. These headings are replace- 
ment, reduction, and refinement; and we can apply our 
military analogy to them. 

Here is an example of replacement: 

In the early days of the first world war, every infantryman 
carried a pair of pliers with which to cut the enemy wire by 
hand, and in carrying out this operation the infantry were 
mown dowrj by machine-gun fire. But later on, inanimate 
high-explosive shells were substituted for these living wire- 
cutters, and wire-cutting by the guns was a normal phase in 
every attack, The replacement section of the UFAW symposium 
deals with the replacement of live animals by non-sentient 
materials such as micro-organisms, tissue cultures, and even 
electrical models in some cases. 

For Russell’s second R, reduction, a military analogy 
can be found in the clearing of minefields. 

A man who served as a liaison officer with the Russians 
assured me that he had seen a platoon of infantry marched 
across a suspected minefield for the purpose of making it safe. 
If this was regarded as an orthodox method the number of 
personnel required must have been high and the casualty-rate 
must have been heavy. In any event, the use of mine-detectors 
makes possible a great reduction in the number of personnel. 

Ways of reducing the number of animals required for 
a given degree of precision include the methodological 
design of experiments and the control of variance by 
means of applied genetics and by paying attention to 
specific environmental factors. 

Dr. Russell’s third R is refinement of techniques for 
the purpose of reducing discomfort in cases in which 
discomfort cannot be wholly avoided. 

This refinement of experimental techniques finds a military 
analogy partly in the steps taken for preventing casualties (the 
provision of steel helmets and respirators, for instance), and 
partly in the field medical services—stretcher-bearers, regi- 
mental aid posts, field ambulances, casualty-clearing stations, 
and military hospitals. These are concerned not only with the 
technical advantage of preventing casualties and getting lightly 
wounded men back into the line again; they are also concerned 
with the humanitarian purpose of easing the sufferings of men 
who are so severely wounded that they will never fight again. 
This care for the severely wounded and the. dying, though 
incidentally it has the technical advantage of improving morale, 
is primarily a humanitarian activity. In the laboratory there 
may be cases in which no technical advantage is got by obviat- 
ing pain in an experiment, no error introduced by allowing a 
rat or a rabbit to recover prematurely from an anesthetic; but 
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nevertheless the moral obligation to conduct research with a 
minimum of pain, fear, and stress is a binding one. 
* * * 


Believing this military analogy to be genuinely relevant, 
I will add one final point. No military commander is 
entitled to subject his men to risks and sufferings which 
he himself would not be prepared to endure if, mutatis 
mutandis, circumstances required him to do so. I say 
“* mutatis mutandis”’, and in particular let us, in the 
laboratory analogue, leave aside the risk of death, because 
this is irrelevant when one is going to compare animals 
with human beings; let us consider only exposure to pain, 
discomfort, or stress. We may bear in mind also that 
circumstances do not ordinarily require a divisional 
commander to expose himself to the same risks as the 
front-line troops, however often he may have done so in 
his younger days; his duty is now different from theirs. 
But in principle he ought to be ready to face anything 
he calls upon them to face. If we turn now to the biologist, 
we may say that only in rather exceptional cases can he 
usefully subject himself to experimental procedures in 
the laboratory, though a number of research-workers 
have done this from time to time. On the other hand, he 
may usefully ask himself whether, if he were this or that 
experimental animal, he would be willing to make volun- 
tarily the sacrifice which he is calling on the animal to 
make, for the sake of the purpose for which the experi- 
ment is to be performed; apart always from any question 
of life and death, and account being taken only of any 
pain, discomfort, or stress that may be entailed. 


Public Health 


Antioxidants 

THE nutrition panel of the food group of the Society of 
Chemical Industry met on Dec. 11 to discuss antioxidants. 

Dr. C. H. L&a said that many unsaturated compounds, 
particularly fats and related substances, oxidise spontaneously 
in air and become rancid. This autoxidation is a chain reaction. 
The addition of antioxidants is one of several means by which 
undesirable oxidative changes in fats or fat-containing foods 
can be combated. Antioxidants are of two types—the primary 
chain breakers (usually phenols) and the synergists, which 
probably function by inactivating the traces of catalytically 
active metals present in many autoxidisable materials. 

Primary chain breakers which may be used in limited 
quantities in certain classes of foods include propyl, octyl, 
and dodecyl gallates, butylated hydroxyanisole (B.H.A.), and 
butylated hydroxytoluene (B.H.T.). Aromatic amines, which are 
used in petroleum and rubber technology, are not usually 
permitted in food, because of a tendency to cause discoloration 
and of doubts concerning their harmlessness. An important 
potential use of antioxidants is for the protection of vitamins 
A and E and of carotene in animal feeding stuffs. 

Often a mixture of antioxidants is better than a single 
substance: a synergist (e.g., citric acid, ascorbic acid, or poly- 
phosphate) may be essential if trace-metal concentration is 
high. No clear dividing-line exists between the two groups of 
antioxidants ; for instance, the flavonol gossypetin can function 
both as a chain breaker and as a metal deactivator. 

Antioxidants are in general more effective in improving the 
stability of animal than of vegetable fats, because the latter are 
already rich in natural antioxidants. They can be used to 
stabilise fats and oxidisable colours, flavours, and vitamins in 
foodstuffs. Ascorbic acid, particularly when traces of copper 








are also present, can accelerate the development of rancidity, 
whereas under other conditions it can be a useful antioxidant. 
Antioxidants can sometimes be produced in the food itself by 
heating, as in the application of high-temperature preheating 
in the manufacture of whole-milk powder. 4 


Mr. R. J. Warp said that of the synthetic antioxidants 
butylated hydroxyanisole and butylated hydroxytoluene are 
quantitatively the most important foilowed by the gallates and, 
to a much lesser extent, nor-dihydroguaiaretic acid (N.D.G.A.). 
The tocopherols are probably the most important natural 
antioxidants. 

Extraction of petrol solutions of fats with water, aqueous 
ammonium acetate, methanol, and aqueous ethanol has been 
used to separate the gallates, N.D.G.A., and B.H.A., but B.H.T. 
cannot be separated quantitatively by this method. Steam 
distillation has been used to separate B.H.A. and B.H.T. from 
fats, and column chromatography on silicic acid has been used 
to isolate B.H.T. from fats. After preliminary purification the 
tocopherols are separated on a two-dimensional paper chro- 
matogram employing adsorption and reverse-phase chromato- 
graphy. Colour reactions are used for the estimation of all 
the antioxidants, and a spectrophotometric method for B.H.T. 
has been described. Paper chromatography has been used to 
identify antioxidants, but so far not for their quantitative 
estimation. 

In assessing the suitability of antioxidants for use in food, 
account must be taken of both acute and chronic toxicity in 
more than one species of animal, of which ong should be a non- 
rodent. An antioxidant is considered harmless if the LD; 
value is 1000 mg. per kg. or more, and if feeding at a hundred 
times the level used in food does not depress growth. The 
gallates and B.H.A. are relatively non-toxic, but B.H.T. shows 
normal growth at the 0-8% level and some growth depression 
at the 1% level. Compounds exhibiting a sharp cut-off in this 
manner are usually found to be harmless, and, as B.H.T. shows 
no other toxic effects, it may be used as an antioxidant. 


Home Accidents and Local Authorities 


It is becoming accepted that prevention of accidents in the 
home comes within the scope of the local health authorities, 
and a circular (6/58) from the Ministry of Health draws atten- 
tion to the part they can play. With the circular was distri- 
buted a memorandum, entitled Accidents in the Home: Burns 
and Scalds, which says that about 700-800 people die from 
this cause in England and Wales each year, and about 50,000 
are treated in hospital for burns. About 80% of the fatal burns 
are due to ignition of the patient’s clothing. The memorandum 
gives advice on prevention, with information about fireguards, 
location of heating appliances, inflammability of clothing (a 
British standard is to be published soon), and kitchen tech- 
niques to prevent scalds. The information should be of 
particular use to health visitors and other social workers, and 
to all conducting child-welfare clinics. 


Hygiene in Canteens 


The National Coal Board is to be congratulated on its brief 
memorandum setting out simply and clearly for laymen the 
things that matter in the prevention of food-poisoning in can- 
teens.! Three objectives are stated: (1) within the canteen 
itself, bacteria should not be added to the food; (2) food within 
the canteen should not be left in conditions that favour 
bacterial growth; and (3) cooking should be adequate to kill 
bacteria in the food. Photographs and diagrams admirably 
illustrate a good text and show exactly how the three objectives 
can be realised. The booklet contains nothing that is unfam- 
iliar but a great deal that appears to be almost systematically 
neglected. Canteen managers who wish to reduce their own 
contribution to the incidence of food-poisoning will study the 
advice contained in three sentences on p. 13: 

“ The surest precaution against food poisoning is to cook food 
thoroughly as soon as possible after receipt and to serve it immedi- 
ately thereafter. This applies particularly to those foods, especially 
meat, which readily permit the growth of bacteria. If there is an 
appreciable interval between the receipt and serving of such foods, 
it is preferable to keep them in the refrigerator and to cook them 
immediately before serving, rather than to cook them, refrigerate 
them, re-heat, and then serve.’ 


1. Medical Memorandum no. Hygiene in Canteens. 2nd ed. 1957. 
Published by the National ‘Coal Board, Hobart House, Grosvenor 
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A Running Commentary by Peripatetic Correspondents 


So many breakfast cereals are now constructed to make 
noises when the milk is added that if my deaf-aid has broken 
down I can’t tell what I’m eating. Our latest one goes ‘ Crunch! 
Crackle! oucH!’, these last two noises being made by the 
disintegration of one’s dentures under collision with the glass 
marbles and small plastic toys with which the manufacturers 
lace their product in order to overcome consumer-resistance. 
They could well throw in a tracheotomy tube or two for con- 
sumers whose resistance is being overcome by asphyxia due 
to tracheal obstruction. 

The consumers’ death-rattles arouse no sympathy in the 
“Famous Old Sea-dogs of Fact and Fiction’? whose portraits 
are on the packet—callous characters who subsisted entirely 
on rum and who had therefore no use for teeth except for 
carrying cutlasses. All over the packet are cajolements and 
commands about applying for other “‘ free” gifts, and today, 
as I spooned morosely around amongst the plastic tokens of 
the manufacturers’ esteem on the off-chance of finding some- 
thing to eat, I thought that the manufacturing chemists really 
let us off pretty lightly. Supposing their advertisements went 
all cornflakery: 

Doctor! This Hi-fi autoclavable stethoscope FREE for only 
twenty-five bottle-tops from ‘BHANG’ the NEW Tranquilliser, and 

a postal-order for 1s. 9d. BHANG! BHANG! Makes your patients 


bite the dust! 
Your initials and qualifications engraved FREE on each set of hand- 


tooled genuine pseudo-Georgian percussion hammers given away , 


with every gallon of Mist. Mescalyn Co., the medicine that 
enables you to see T.V. better with the set switched off. 


And for the kiddies, capsules shaped like 1.c.B.M.s and 
sputniks, which during assimilation go Bleep! Bleep! on 108 
megacycles ... No consumer-resistance could withstand that 
sort of thing, and the Great British public would be into our 
surgeries so fast we should have to bank the curves in the 
garden-path. 

Incidentally, one citizen who really enjoys his crepitating 
breakfast-food is Ananias’ cousin Fred, who depends on it for 
his annual holiday. He has a large helping and rushes off to 
have his chest sounded. The stethoscopic atmospherics over 
his left base are so extraordinary that they earn him at least two 
weeks’ free board and lodging in any chest clinic in these 
islands. 

* * * 

The other day I was told that the way of life reflects the 
mode of birth. Since then I have been thinking about the 
ways of life of those friends and colleagues whose method of 
delivery I happen to know. For instance, I have felt more 
tolerant towards a tiresome female colleague since I realised 
that she persistently reverses the work of others because she 
was born as a breech. Another colleague, who has to be 
dragged with the greatest moral force before he can be induced 
to perform his duties, is the proud possessor of the forceps 
which delivered him. A small boy whose mother says he 
gives her fits because of his delight in the hazardous reminds 
me of the night before his birth when I had to cope with his 
mother’s eclampsia. 

Of course, I know the birth details of only a few of my 
colleagues, and this has provided me with an amusing game. 
I feel sure that my friend who has failed his M.R.c.P. for the 
eighth time was the result of a prolonged labour, and a con- 
temporary whose meteoric rise to the top of the profession left 
the rest of us gaping must surely have been a B.B.A. The 
youngest man in my year, who won all the prizes and the 
university medal, and then developed normally as a G.P., was, 
I feel sure; a prem. How many registrars struggling for 


existence suffered from fcetal distress ? 

The circumstances of my own birth give me food for 
I was born by cesarean section performed for 
I can, however, find nothing in my life 
Maybe this is because the 


thought. 
obstructed labour. 
that reflects this dramatic event. 


operation was in fact performed for my brother (and the less 
said about his career the better). I myself was the undiagnosed 
twin lurking in the background, which of course accounts 
for the pleasure I take in writing anonymously as a peripatetic 
correspondent. 

* * * 

In 1949, in the early days of our group for congenital heart- 
disease, we saw a blue but otherwise bright young girl of 22 
with the cheerful name of Joy. We thought she had Fallot’s 
tetralogy and performed a Blalock-Taussig anastomosis with 
great benefit to her health, energy, and colour. It was not 
long before she was inquiring about the advisability of preg- 
nancy, for she was about to be married. In our wisdom, and 
obsessed with the fear of transmission of defects, we thought 
she should not become pregnant, and sent back word “ Let 
Joy be unconfined ”’. That was in 1950. She married happily, 
and in 1955 she inquired again. Our views had changed, and 
we advised then that Joy might be confined. She was, to the 
satisfaction of all concerned, and came to see us last week with 
a fine infant of 7 months. The next question was whether she 
should confine her confinements to one. But enough of this. 


Johnny was a bright young lad rising 5 years old and his 
mother gave him 3d. to buy some sweets, and that was when we 
met, because the sweetshop lay across the road and in eagerness 
to get his hands on a quarter of dolly mixtures he rushed all 
unaware from behind a parked van straight into my front 
bumper. I lifted him screaming from the gutter and a crowd 
quickly gathered including, happily, Mum. Our hospital lay 
not a hundred yards distant and I soon had him lined up in 
front of the cathode-ray tube: within the hour his battered 
femur was straightened and safely plastered. Father was a 
lorry-driver and knew his rights. “‘ Show me the doctor what 
done it,’ he said; but I was collecting statements from the 
lady in the sweetshop who said it was a disgrace and the police 
oughtn’t to allow that van to park there, and the gentleman 
next door who saw it all, so that when father’s insurance 
assessors sent in their claim my company were able to send 
them “an appropriately worded reply ” and the matter has 
been laid to legal rest. 

It remained, however, for the ultimate indignity to be heaped 
upon me. My own dear Miss Flitt, our almoner, who has time 
and time again given solace when social problems oppressed 
sent me a bill for 10s. 6d,, and what’s more she sent it regis- 
tered. She said that under the Road Traffic Act of 19 some- 
thing-or-other our hospital had been the first to render aid and 
would I kindly pay this sum or else. When I tackled her that 
afternoon she said she was sorry but they always did that for 
Road Accident cases, would I see the finance officer? I told 
the finance officer that I resented paying the hospital for 
services rendered by myself in my own time: indeed the very 
first assistance of a medical nature had been rendered by me 
in the road nowhere near his silly hospital. He said it did 
sound odd but would I please pay because if it got into the 
hands of the lawyers it just might never end. I said I’d see 
him in hell first, and, for the first time in years, called out the 
might of one of our Great Professional Institutions: it rose 
magnificently to the occasion and told me hair-raising stories of 
casualty officers who, after applying a little of their own 
gentian-violet to a graze sustained in climbing aboard their 
motor-cycle, were sent this silly little registered demand. They 
too sent “‘ an appropriately worded letter ” and all I ever get 
from the finance officer now is a very dark look. 


“ rocket, n. Kinds of plant of which some are used as salad & 
some grown for flowers (... Base r., wild mignonette; Blue r., kinds 
of wolfsbane & larkspur, also bluebell).’””—Concise Oxford 
Dictionary. 

A rocket by a river’s brim 

A kind of plant it was to him, 
And it was nothing more. 

And how contented I should be 
If that was all it was to me. 
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SEPTIC SURGERY 

Sir,—Your timely and most valuable leader (Feb. 8) 
on the relationship between operative infections and 
operating-theatre discipline prompts a reflection. Are 
standards of theatre discipline laxer today than they were 
twenty-five years ago, especially as they concern dress, 
footwear, theatre traffic, and baths by surgeons ? 

Certainly when I was a ward clerk, my first surgical 
registrar (now a consultant on the staff of his hospital) 
would, in the most silent and astringent manner possible, 
have blasted me from any theatre in which I appeared 
without goloshes over my shoes; nor would there have 
been anybody present in any theatre at that time with 
outdoor footwear uncovered. How often is this so today ? 
How often in fact do surgeons change completely, 
at least for single operations? How often do they 
take baths before or after operations today ? ‘My memory 
of my chiefs in the 1930s is that they were always popping 
in and out of showers. Today many theatre suites, even 
those built since the war, are quite scandalously without 
shower facilities. Indeed, the changing-room accommoda- 
tion in many is reminiscent of the changing-room at the 
old Ring, Blackfriars, on the Hospital Boxing Champion- 
ship night, when all weights from all nine teaching 
hospitals had to change, sweat, and bleed, before, between, 
and after bouts in a room about 8 ft. x 8 ft., in atmospheric 
conditions not very dissimilar to those of some surgical 
changing-rooms of today. How often also do surgeons, and 
theatre staff, plan the traffic in theatres during operations, 
and take steps to limit it ? 

I know that I am a frequent offender against many of 
these necessary rules for the limitation of airborne and 
indeed contact infections in theatres. 

It is easy to appreciate that some decline in the level of 
the technique and the theatre discipline, which was 
brought to perfection in the Lister to Lane epoch, was 
inevitable, as the risk of theatre infection became less in 
frequency and in severity; but your leader reminds us, if 
reminder is necessary, that theatre infection is still a major 
problem in surgery. I wonder if my belief, that standards 
of theatre discipline are laxer than twenty-five years 
ago, is right. If this is so, does it mean that surgeons 
today do not in fact agree that the high theatre discipline 
you describe is necessary ? 

London, W.1. PATRICK CLARKSON. 

S1r,—Your leading article is timely and may stimulate 
into activity those who can reduce the incidence of cross- 
infection. 

Some of the changes suggested at the symposium 
organised by the Association of Clinical Pathologists are 
expensive and therefore cannot be implemented immedi- 
ately or even within the next few years. That is no reason 
why many useful, simple, and cheap measures should not 
be taken now to reduce cross-infection. 

The real trouble at present is that far too many con- 
sultants pay only lip service to the problems of cross- 
infection. It is very much against the interest of the 
patient for surgeons to leave the theatre to visit a ward or 
casualty to see an urgent admission while still wearing 
theatre robes and with their masks around their necks. 
It is all too easy in this way to disseminate bacteria from 
the nose and throat via the hands to the patients. It is 


- 


equally easy to take back bacteria from casualty on their 
dressing-gowns to the theatre. 

The present high incidence of troublesome resistant 
bacteria calls for a real appreciation of the risks taken by 
senior staff themselves who must set an example to their 
juniors. 

Such problems, of course, are particularly apt to arise 
when surgeons’ admitting days coincide with their elective 
lists, and perhaps they should review their present 
programmes. 

Central Middlesex Hospital, 

London, N.W.10. 
NYLON-DARN REPAIRS OF HERNIA: 

S1r,—I have been interested to note that the pioneer 
work which I carried out 14 years ago in Oxford on the 
use of monofilamentous nylon for surgical. sutures ' has 
been followed by further studies by others there.? * They 
confirmed my findings that even in the presence of sepsis 
wound healing progresses rapidly and without extrusion 
of the sutures. A chronic sinus following the use of the 
finer (nos. 3 to 5) sizes of monifilamentous nylon is almost 
unknown in my experience of many hundreds of cases. 
However, I have seen several such sinuses when the 
surgeon had used the thicker sizes, and I believe that the 
incidence of chronic sinuses is related to the amount of 
the suture material buried. But I have found a much 
higher incidence of chronic sinuses, requiring removal 
of the sutures, when multifilamentous material, such as 
silk, linen thread, braided nylon, or (worse still) braided 
‘ Terylene’ (‘ Mersilene’), was used, and certainly my 
investigations show that there is a much higher incidence 
of wound infection if catgut is used. I think it fair to 
claim that monofilamentous nylon gives less trouble from 
infection than the other suture materials in common use, 
and from this standpoint it is not at a disadvantage as 
Mr. Marsden (Feb. 15) suggests. 

Nevertheless, it has two main disadvantages one of 
which is its loss of tensile strength during storing and 
sterilising (I have encountered some specimens which 
snapped with a very slight pull) and the other is the loss 
of up to 75%, of its tensile strength at the site of a knot. 
This last figure is derived from my own tests with a 
tensometer. This loss of tensile strength may not be 
important in a “ darn” operation where no great stresses 
are to be expected, but it is a serious drawback in median 
or paramedian abdominal wounds, and it seems likely 
that one or other of the more recent synthetic fibres will 
prove more satisfactory in this regard at least. 

Like Mr. Moloney (Feb. 8) I continue to use mono- 
filamentous nylon for hernia repairs, but like Mr. MacLeod 
(Feb. 15) I restrict the repair to suturing the fascia 
transversalis at the deep inguinal ring except when the 
muscles and fascia are very stretched and thin. 

HERBERT HAXTON. 


‘J. D. ALLAN Gray. 


Manchester. 


Str,—There must be very many surgeons and regis- 
trars who, having spent a good deal of time removing 
pieces of monofilamentous nylon from the depths of 
chronic sinuses and recurrent herniz, will feei reluctant 
to accept Mr. Moloney’s conclusions as to its suitability 
for hernia repairs. If a nylon darn is the method pre- 
ferred, surely floss nylon is far closer to the ideal material. 


ye A. B. SETH-SMITH. 





1. Haxton, H. Brit. med. J. 1945, i, 12. 
2. Moloney, G. E., Gill, W. G., Barclay, R. C. Lancet, 1948, ii, 45. 
3. Moloney, G. E., Russell, W. T., Wilson, D. C. Brit. J. Surg. 1950, 38, 52. 
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SUBURBAN NEUROSIS UP TO DATE 

Sir,—Dr. Barrett, in his comment (Feb. 1) on your 
leading article of Jan. 18, suggests that the high incidence 
of psychoneurosis in the housing estate which we studied 
may be at least partly attributable to the fact that the 
population of such an estate is, in effect, selected for social 
incompetence. They are families, he suggests, who were 
rehoused either because they were homeless or because 
they were living in insanitary conditions, and had been 
unable to find suitable accommodation by their own 
efforts. 

Unfortunately, Dr. Barrett’s account bears little or no 
relation to the criteria of selection which were in fact 
employed by the London County Council. During the 
war years many thousands of London homes had been 
destroyed by bombing; no new houses had been built; 
and many new families had been founded. As an inevit- 
able result, there was considerable overcrowding in 
London immediately after the war, and it was to abate 
this overcrowding that the estate in question, together 
with several others, was developed. Only 4% of the 
families on the estate had been living in rest centres before 
rehousing, and 13% had been living in insanitary con- 
ditions. For the remainder, the explicit criterion of 
selection was overcrowding, supported in some cases by 
ill health. In practice, a number of factors combined to 
ensure ‘that the families who went to live on this estate 


were drawn from the upper levels of the working-class, ° 


with incomes well above the average of applicants for 
London County Council housing, and with excellent rent 
records. We know of no evidence which might suggest 
that such families have any special predisposition to 
mental illness. 

J. H. F. BRoTHERSTON 
F. M. MARTIN 

S. P. W. CHAvE. 


Department of Public Health 
and Social Medicine, 
University of Edinburgh. 


A PLASTIC APPROACH TO SURGERY 

S1r,—Mr. McGregor (Jan. 25) took me up on the advo- 
cacy of the use of Langer’s lines. Obviously we differ 
in the meaning of this expression. Unless we have the 
same experience, even the meaning of words can differ, 
and more so the meaning of a scientific paper. To me 
Langer postulated lines on the body along which, if we 
made our incisions, optimum scarring resulted. These 
lines vary from person to person and age to age and no 
diagram can represent them; Langer’s diagrams repre- 
sent his findings in certain cases based on the circular 
stab method. To show how age affects the change of 
direction, almost any incision for the block dissection 
of glands of neck in the aged will give a good scar, whereas 
the chubby young thing with a thyroglossal cyst will get 
a horrible scar if we deviate from the transverse incision 
which happens to lie parallel with the crease line. The 
difficulty is to find the Langer line for each particular 
case, or should it in future be called the “ Heanley ” 
line ? 

Mr. McGregor quotes Kraissl! who in turn quotes 
Ferris Smith: ‘‘ Much that has been said about the value 
of incisions in these lines is true and desirable, but the 
conviction that incisions across these lines invariably 
produce bad scars is not correct.” I remember a meeting 
on Dupuytren’s contracture at the Royal Society of 
Medicine in which a discussion of the best incisions 
in the palm cropped up, and the conclusion was that the 


best incision was transverse in the distal palm. I was 
by the door and the porter said: “‘ Them doctors know 
nothing; look at my hand.” He had a beautiful result 
from a Dupuytren’s, and a longitudinal incision had been 
used. I think we must accredit to Langer these lines of 
optimum incisions, although his diagrams are not of 
universal application, and we may not agree with the 
methods by which he worked them out. Previous to 
Langer, incisions had for the most part been advocated 
either to avoid the cutting of cutaneous nerves, or for 
the ease of approach, with no contemplation of the 


eventual scarring. 


London, E.1. CHARLES HEANLEY. 


RETURNS FROM MASS-RADIOGRAPHY UNITS 


S1r,—Mass-radiography units have recently been 
informed of a new method of statistical returns to the 
General Register Office. The-changes are presented as 
“ simplifications ”, but they are unlikely to be received 
with great enthusiasm by the staff of M.M.R. units, who 
by now have become efficient in using the system intro- 
duced in 1954. From the purely administrative angle, 
it is for instance difficult to see why the old code numbers 
could not have been retained for the same groups of 
diseases in the abbreviated list of conditions which 
have now to be reported to the Registrar General. 

More important, however, “simplification” is a 
remarkable understatement with regard to the epidemio- 
logical information in which the authorities are now 
interested. It is true that notifications of tuberculosis 
are only a crude epidemiological measure, but the Ministry 
of Health uses them as the basis of all tuberculosis statistics. 
Mass-radiography units are no longer asked to report 
the number of their cases which have been notified, 
and the contribution of M.M.R. to case-finding, which has 
been gradually increasing year by year, will from now on 
be an unknown quantity. Similarly, the number of 
infectious cases found by M.M.R., and therefore its contribu- 
tion in emptying the “ unknown-infector pool”, will 
fail to be recorded... 

This is not to say that the previous system was faultless, 
but it allowed statistical evaluation of very considerable 
epidemiological importance. Some time ago I had the pleasure 
of reviewing’ Dr. V: H. Springett’s excellent monograph 
Minimal Tuberculosis Found by Mass Radiography. Dr. 
Springett’s scheme of classification of tuberculosis was quite 
obviously the basis of the system now discarded by the 
Registrar General. In my review, I expressed the hope that 
in future the interpretation of the large number of tuber- 
culous lesions found by M.M.R. would be entrusted to a mind 
not less competent than that of the author of this book. Now 
it will hardly be worth anybody’s time and trouble to analyse 
the scanty material available under the new system. 

With regard to non-tuberculous conditions, it may suffice 
to give a short list of conditions the Registrar General is not 
interested in: bronchiectasis, spontaneous pneumothorax, 
metastases in the lung and mediastinum, bacterial and virus 
infection of the lungs. 

Who decided the changes and why were medical 
officers of M.M.R. units not consulted as they were before 
the introduction of the previous code in 1954? These 
ill-considered changes seem to be purely a matter of 
misplaced administrative expediency. 


Mass Radiography Service, E. POSNER 
Secho-ae i vene. 


Medical Director. 





1. Kraissl, C. J. Plast. reconstr. Surg. 1951, 8, 1. 


1. Posner, E. Brit. J. industr. Med. 1957, 14, 38. 
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TREATMENT OF BREAST CANCER 

S1r,—The “ strong challenge from the Mayo Clinic” 
mentioned in your leading article (Feb. 1) must not be 
taken too seriously by those seeking the correct manage- 
ment of breast cancer, for the published figures ! can be 
shown to be entirely in accord with experience at other 
centres. 

Study of the Birmingham series of patients with breast 
cancer ® treated between 1936 and 1949 convinced us that the 
dominating factor influencing the five-year survival-rate was 


PUBLISHED FIGURES OF MAYO Cnc 








Period Proportion with | S-pene survival rate of all cases 
axillary metastases treated during | the period 
~ 1910-24 666% 40°'1% 
1925-34 66°4% 49-5% 
1935-44 570% 586% 
1945—49 51-:2% 62:0% 
1950-54 476% 65-1% 
Total 59-1% 521% 
E Overall survival-rate, , patients with no axillary metastases 78% 
Overall survival-rate, axillary metastases present 36°2% 


the state of the axillary nodes; 67-1% of those without node 
involvement and 31:6% of those with, reached their fifth 
anniversary. Between these extremes there appeared to be a 
strict correlation of five-year survival and the proportion of 
cases with axillary-node involvement in any group. 

The published figures of the Mayo Clinic provide the 
accompanying table, and are expressed graphically in the figure. 
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Five-year survival-rates and proportion of cases with involvement 
of axillary nodes 


A regression-line shows a remarkable correlation between the 
five-year survival rate and the proportion of cases in any period 
with axillary-node involvement. 

If we now turn to the 1063 patients in McWhirter’s 
“‘ operable group ””* we find that 60% were regarded as having 
involved axillary nodes and the five-year survival rate was 58%. 
In the Birmingham series 1495 patients treated by radical 
mastectomy, in whom node involvement was proven in 64% 
had a five-year survival rate of 47:3%. These points are 
indicated in the figure. The Edinburgh figures differ by 1-2 
standard deviations from the regression line, the Birmingham 
figures differ by -9 of the standard deviation. 

We conclude (1) that the improvement and present 
success of the Mayo Clinic is due to selection of cases, 
and (2) that local mastectomy and irradiation as practised 
M. B., McDonald, an 5. Prot “ae ST iin, 1, ¥- » Dachenty, 


. United Birmingham ospitals Annual Cancer Report, 1957, 3 1. 
. McWhirter, R. Brit. J. Radiol. 1955, 28, 128. 


1. 1 Se ie Harrin 


- 


in Edinburgh, or radical mastectomy with or without 
irradiation in Birmingham, achieve results strictly com- 
parable with the Rochester figures, when related to node 
involvement. 

W. H. Bono 


Unend Binnsinghens Hospitals’ J. A. H. Warernouse. 


United Hospitals. 


A BURETTE FOR GIVING INFUSIONS TO 
INFANTS 


Str,—The apparatus described by Dr. Bewes in your 
issue of Feb. 15 is well known to those who deal with 
infants. If such a graduated funnel as illustrated is not 
available the same effect can be obtained by a 10 or 20 ml. 
syringe barrel without its plunger and a needle of size 
16 or 12 inserted into the rubber tubing below the filter 
and held by strapping. 

By clipping below the needle the syringe can be filled, and 
by then opening below and clipping above, the measured 
contents of the syringe drip as regulated by the clip below the 
drip chamber. 

One disadvantage of either contrivance is that during an 
operation and using blood, pressure cannot bé¢ exerted to hasten 
delivery if required. If, however, a 3-way tap is introduced 
between the drip set and the intravenous cannula, needle, or 
‘Polythene’, then by means of a 10 ml. syringe on the side-arm 
blood can be quickly drawn out, and by a turn of the tap, 
immediately pushed in. Any required amount of blood can 
thus be given rapidly when needed, and has on more than 
one occasion been a lifesaving manceuvre. 


beaten > ~ 5) 2 mmem MARGARET HAWKSLEY. 


ndon, 


INFANTILE GASTROENTERITIS 


S1r,—I should like to reply to some of the points 
raised by Dr. Brown and Dr. Bailey in their letter of 
Jan. 25. I wish to make it clear that my comments on 
antibiotics were not particularly directed at them, but 
rather at the larger body of users inside and outside 
hospital. 

Their somewhat rumbustious reply contains two chal- 
lenging statements: 

(1) Infantile gastroenteritis is a specific infectious disease due to 
Escherichia coli and its serotypes. 

(2) It should, therefore, be treated on the knowledge of these 
bacteriological facts and not on chemical impressions. 

To take the second first, clinical medicine has long been 
based on the twin pillars of a thorough clinical history and an 
equally thorough clinical examination. Laboratory investiga- 
tion has lately been added. It will be to the detriment of medi- 
cine if this third be allowed to supplant rather than support 
the two older pillars. The history of infectious diseases indeed 
shows how well these have served us, for it was by clinical 
observation that, for. example, Sydenham described measles, 
Heberden chickenpox, and Pfeiffer glandular fever. Even 
today we still rely on them for our diagnosis of the first two, 
and how rarely do they fail us! Contrariwise there have been 
occasions when the laboratory had hindered rather than 
helped our understanding—e.g., suggestions that Pfeiffer’s 
bacillus, Barger’s bacillus, and Listerella monocytogenes caused 
influenza, ulcerative colitis, and glandular fever respectively. 

Diarrhcea and vomiting in infancy occur sporadically in 
single cases or in groups, especially in hospitals and other 
institutions. Long before the recognition of Esch. coli, clinical 
observation alone recognised that the latter could well 
have an infective basis. Such organisms as Proteus vulgaris, 
P. morgani, &c., were considered responsible, but fashions 
come and go in medicine as elsewere. A lot has been made 
of Bray’s original paper,’ but even he had a healthy scepticism 
when he wrote “ it has got to be shown that these organisms 


oa 1. Bray, J. ¥. Path. Bact. 1945 52, 246. 
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cause the diarrhoea, and not that the diarrhcea enables them to 
flourish’. The fact that serotyping is done today has made 
things more complicated, but it has not weakened this obser- 
vation; rather does it confound confusion. Alexander and his 
co-workers ? too show their perspicacity, when they say: 

“the progress of an infant with diarrhea is affected profoundly 
by treatment. In particular, the nature and quantity of fluid and 

_ food administered and the route of administration may largely 
determine recovery. The additional benefit to be derived from a 
chemotherapeutic agent may be difficult to assess. The drug is being 
tested, not on the actual disease, but in an illness the ‘cause of which 
has been modified by measures directed to replacement of fluid 
loss.” 
In other words, the mere isolation of an organism from the 
stools, however elegant the methods used, from a patient with 
diarrhcea does not imply that it is the cause. As Giles and 
Sangster * state: 

* all attempts to demonstrate its pathogenicity (even by animal 
experiment) have failed. The notable absence of serum agglutinins 
in patients and convalescents would also point to its being a con- 
comitant, although it is difficult to demonstrate these in young infants. 
The possibility of a symbiosis between this coliform and an unidenti- 
fied virus must be borne in mind. Alternatively the organisms might 
conceivably appear as a result of some biochemical change in the 
intestinal contents.” 

The cult of the laboratory can be as dangerous to truth 
as that of the person&lity. If and when the pathogenicity 
of Esch. coli be proven beyond doubt, the sceptics like - 
myself will be only too happy to eat humble pie; but 
even if it is not, its advocates should take heart, in that 
the serendipity will not have been in vain, for the path 
of truth often leads us through strange places. 

Romford, Essex. I, M. LrpRacu. 

INFORMAL ADMISSION OF MENTAL DEFECTIVES 

S1r,—I have the fullest sympathy both with the worries 
of Dr. Heaton-Ward and also with his work in mental 
deficiency. I only regret that in his letter of Feb. 8 he 
shows no deeper understanding of that public sentiment 
in regard to compulsory detentions that he tends to scout: 

Does he appreciate, for instance, how far his “‘ modern 
concept ” of mental deficiency as a “ social incapacity ” 
differs from the ordinary member of the public’s concept 
of mental deficiency—as something based solely on defect 
in intelligence ? 

Does he appreciate the basic tenet of public relations 
that, to get wholehearted public support and cooperation 
in the implementation of legislation, it is necessary for 
this first of all to be in intelligible form and secondly to be 
explained in easily understood form ? 

If the community gives powers over the liberty of the 
individual, it feels itself entitled to understand why it is 
giving them. The necessity for such explanation does not 
seem, unfortunately, to have been appreciated in the 
working of the Mental Deficiency Acts: and the present 
position is a sorry example of the misunderstanding that 
ensues. 

It is extraordinary that, in all the debates before both 
the 1913 and 1927 Acts, and the discussion on mental 
defectiveness that accompanied them in Parliament, 
there appears no definition of “‘ mind ”—this was left to 
the experts, the medical profession. They have to date 
not made a particularly good job of it, for the course of 
events of which Dr. Heaton-Ward complains shows that 
a negative definition—a declaration that “‘ defect of mind 
is not of necessity defect in intelligence ”’—does not 
suffice. It immediately, and not without reason, arouses 
2. Alexander, M. B., Benjamin, B., Maslen, L. G. C., Roden, A. T. 7. Hyg.» 

Camb. 1952, 50, 261. 

3. Giles, C., Sangster, G. ibid. 1948, 46, 8. 


the suspicion of those whom he terms “the ‘ Civil- 
Liberty ’ Guards ”’. 

Till now, this interpretation of the law has worked by 
virtue of the fact that the lay public in general and Parlia- 
ment in particular (as was obvious in the recent debate on 
the Royal Commission’s report) did not understand what 
was being done. This state of affairs is now, however, 
altering. There are three main reasons for this, all of 
which, it seems to me, must be understood if Dr. Heaton- 
Ward’s anxiety is to be relieved. 

The first is that the medical profession, in exercising its 
prerogative as to the definition of mental defect, did not appear 
itself to grasp that it was dealing with two quite separate 
conditions: that the “ social incapacity”? of the so-called 
“* feeble-minded ”’ patient is something entirely different from 
the defective intelligence of the mentally subnormal; and con- 
sequently needs treating differently and in difference circum- 
stances. A mental-deficiency expert for instance, understands 
the reasons for an honours B.A. being found as a detainee in a 
mental-defective colony: but the general public do not; nor, 
as a matter of fact, do I. 

The second is that, just as patients differ, so do doctors. 
Certifying doctors have shown differing opinions as to what 
they regard as social incapacity to an extent which has, on 
occasions, defied the common sense. 

The third is the report of the Royal Commission, with its 
formal recognition of the difference between the “ psycho- 
path” and the “ mentally subnormal”’. This recognition, 
which merely expresses the present position in more realistic 
terms, has come to stay: and is likely to be embodied in coming 
legislation. 

It is, of course, the “‘ psychopathic ”’ patient that 
Dr. Heaton-Ward has in mind: and, in approaching fresh 
compulsive legislation for this type of person, it seems to 
me that discussion in Parliament will centre on two things. 
First towards obtaining adequate and readily under- 
standable definition of a psychopath—nor are M.P.s 
readily to be appeased by the knowledge that psychopaths 
have already been detained for years under the pseudonym 
of “‘ high-graded feeble-minded ”. Second, in deciding 
whether, in giving powers of detention, these should be in 
the form of indefinite sentences, dependent solely on the 
decision of medical authority, or sentences for definite 
periods of “ preventive detention” by a lay court in 
circumstances where medical treatment and supervision 
can be given. 

Always providing that clear and open decisions emerge 
from these discussions, Dr. Heaton-Ward will no longer 
have to wake up on Sunday morning, fearing to open his 
newspapers. 


House of Commons, 


London, S.W.1. DonaLD MclI. JOHNSON. 


DERMATITIS CAUSED BY PENICILLIN IN MILK 

S1r,—Dr. Vickers and his colleagues (Feb. 15) report 
two interesting cases of dermatitis attributed to penicillin 
in milk; they remark that although in America penicillin 
is well recognised as a cause of urticaria they have been 
unable to find any records of penicillin in milk being 
responsible for the reactivation of dermatitis in patients 
previously sensitised. I had intended recording such a 
case. 

A Merchant Navy officer, aged 54, had penicillin dermatitis 
after a course of penicillin injections four years ago. Last 
summer he tried a Swedish milk diet and developed dermatitis 
of the face and arms, which was thought to have been caused 
by detergents. He improved slowly on prednisone while in 
hospital in Belfast, but relapsed on returning home and was 
referred to me with a severe generalised exfoliative dermatitis. 
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The patient recalled reading in a Sunday paper of penicillin 
being fed to cows “‘ to improve milk yield ”, and wondered, in 
view of his recent milk diet, if his previous penicillin allergy 
could have any bearing on his present rash. 

The Sunday paper concerned referred me to the source of 
their information, and it appeared that as much as 0-06 units 
of penicillin per ml. could occur in samples of bulked milk or 
cheese. 

Dr. Vickers has indicated that a much smaller amount 
can cause reactions in a penicillin-sensitive patient, and 
it seems highly probable that minimal quantities of 
penicillin persisting in bulked milk-supplies might be the 
cause of refractory allergic dermatitis more frequently 
than has hitherto been recognised. 


London, W.1. Davip ERSKINE. 


THE TREATMENT OF PARAPLEGIA 


Str,—The entrance of a London hospital bears, I 
am told, the words “ Curare, cito, tute, et jucunde ”’. 
This is the essential aim of every hospital. Even when a 
cure cannot be effected but the patient can be kept alive 
and reasonably well, the same principles apply. Great 
success is achieved if such a person, though disabled, has 
a long and useful and happy life, especially if he does not 
require continuous medical supervision and frequent 
examination and investigation. Such was my good 
fortune after my attack of paraplegia 27 years ago, and the 
simplicity of the methods of treatment during the first 
year, together with the freedom and independence I 
enjoyed during the next 25 years, form a striking contrast 
to the complex methods in use today. 

These methods, as practised with expert urological 
skill and care in the Liverpool Regional Paraplegic Centre, 
have recently been described.! The routine initial treat- 
ment includes: 

1. Turning the patient in bed every 2—4 hours. 

2. A high fluid intake, 6 pints in the 24 hours. 

3. Prevention of pressure sores. 

4. Passive movements by physiotherapist. 

5. Transfusion of several pints of blood. 

6. Early ambulation. 

Mr. Cosbie Ross and his colleagues describe a special 
method of treating the retention of urine with small-bore 
polyethylene catheters. They also regard it as essential 
that the patient, even if free from symptoms, should 
continue to report regularly for the rest of his life and be 
admitted for a few days for clinical investigation, the 
estimation of residual urine, and excretion urography. 
They write from wide experience; but it is interesting to 
compare their methods with the simpler ones successfully 
employed in my own case. My illness was not traumatic 
in origin, but the same principles apply. 

My paraplegia occurred suddenly and quite unexpectedly, 
developing during 12 hours, on the 33rd day of a septicemia, 
from which I was well on the way to recovery. I had become 
very thin, and as a precaution against a bedsore had been 
placed on a waterbed 2 days before. After the onset of the 
paraplegia, I lived on nothing but water and oranges for 10 
days. This was by my own desire, and seeing that my death was 
expected daily there seemed no reason why my invalid whim 
should not be gratified. I became so emaciated that it was 
greatly to the credit of my nurses that no bedsore developed. 
My pressure points were attended to every 2-4 hours and I 
was turned from side to side. This turning also prevents stasis 
of the body fluids and reduces the likelihood of stones forming 
in the kidney. It was carried out not merely in the initial stages 
but throughout my illness. As soon as movement returned to 


my legs, my sleep was seriously interfered with by intermittent 
jerks or kicks, and it was found that if I were turned on my 
side (sometimes with cooling of my legs) I obtained at least 
half an hour’s sound sleep. Often I was turned from side to 
side as many as ten times a night. This did away with the 
need for hypnotics—a point of great importance. 

My belief in the great value of very frequent changes of 
the position of the paraplegic patient from one side to the 
other was much strengthened during a visit, in 1949, to 
Dr. L. Guttmann’s clinic at Aylesbury. He showed me 
a photograph of a very large bedsore of the sacral 
region and buttocks in a paraplegic patient. As soon as 
the patient was admitted, Dr. Guttmann gave strict 
orders that he was to be turned from one side to the other, 
whether he was asleep or awake, every half-hour, day and 
night. Photographs, taken weekly, showed rapid diminu- 
tion in the size of the ulcer, and it was healed in six 
weeks. Dr. Guttmann thought that the type of dressing 
mattered little, but the changes of position were essential. 

The quantity of fluid taken was left to myself, and I kept it 
low in order to avoid the trouble of frequent catheterisation. 
The catheter was passed twice in 24 hours} rarely thrice. After 
the first distension (to 3 pints) it was passed whenever I asked 
for it, and this was consistently when the bladder had filled 
up to 14 or 15 oz. It was never allowed to become distended 
above this level, or thereabouts. When the catheter was 
discarded after about 5 weeks, the urine was very thick from a 
coli infection. The bladder was washed out daily under gentle 
pressure. An automatic bladder with small content rapidly 
developed, and then (except for one fortnight when an attempt 
was made to cleanse my bladder by washing out) no catheter 
was passed for 25 years. 

My lower limbs were moved by the nurses until the advent 
of the physiotherapist, 4 weeks after onset. He also massaged 
my legs for a complete hour, daily, 7 days a week. I believe that 
the massage helped the circulation, the nutrition of the muscles, 
and my metabolism and that the frequent changes in position 
(preventing stagnation of the body fluids), together with mass- 
age, are as good a substitute for active exercise as a bedfast 
patient can have, and should be continued, gradually modified, 
until full ambulation. The extra tax upon the nursing staff 
and the physiotherapist at the beginning is fully rewarded 
later. When I got up for the first time, precisely 3 months 
from the onset, I was able to walk to and fro in front of the 
fireplace, steadying myself by holding on to the mantelpiece. 
Early ambulation was not artificially hurried. 

I had no blood-transfusion and did not seem to suffer from 
the want of it. 


10 months after the onset of my paraplegia, I returned 
to my work as honorary surgeon. It came about in this 
way. The late Dr. George Riddoch, whose eminence in 
this department of medicine was beyond question, had 
examined me and considered my case carefully. He had 
before him my history and notes of the clinical examina- 
tion, cystoscopic examination, residual urine, and bac- 
teriological examination of the urine. His verdict was to 
this effect: ‘‘ You must return to your work on Jan. 1. It 
is an order. I expect that after some months you will be 
able to carry out your full duties as honorary surgeon to 
Bradford Royal Infirmary to the end of your term of office 
(10 years).”” He gave me no instructions about super- 
vision. Happening to be in London, I called to see him 
twice during the next 3 years. Dr. Riddoch’s dogmatic 
reassurance, when he sent me back to work, and the 
absence of supervision set me free from invalid and 
morbid feelings and gave me a much-prized independence 
for 25 years. My mode of life has been described 
elsewhere.* 





1. Ross, J. C., Gibbon, N. O. K., Damanski, M. Lancet, 1957, ii, 520. 


2. ibid. 1956, ii, 35. 
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At the end of 25 years my health began to fail. I thought 
this was due to old age (75). My urological surgeon had often 
warned me that a urinary obstruction was likely to develop in 
later years. And so it turned out. My blood-urea rose in less 
than 3 months from 63 to 158 mg. per 100 ml. I was given the 
option of an indwelling catheter for a time or an immediate 
suprapubic cystotomy. I chose the latter. Performed under 
local anesthesia, it was attended with immediate success, and 
there has been no leakage whatever. My nutrition and general 
health quickly returned to normal, and my blood-urea is slowly 
falling. There will be no need for further investigation to find 
if the cause of obstruction is an enlarged prostate or a patho- 
logical state of the bladder neck, for I am comfortable, active 
and mobile, and content. 


Simplicity has been the keynote of treatment in the 
above case. There was no blood-transfusion, and no 
excess of fluid was given. Emphasis was laid on certain 
points—the very frequent change of position, and the 
massage, both long-continued; the prevention of over- 
distension of the bladder; and the avoidance of sedative 
drugs. The cooperation of the patient and his untiring 
effort to recover is assumed, and this patient being a 
doctor was not required to report in the absence of symp- 
toms. Surely ther¢ must be a proportion of paraplegic 
patients who can be treated on similar simple lines ? 
The emphatic verdict pronounced by Dr. Riddoch 
suggests that he spoke from experience of similar 
cases. 


Bradford. PETER McEwan. 


SUDDEN DEAFNESS 

S1r,—Middle-ear and inner-ear factors associated with 
the sudden onset of deafness are recorded in your 
excellent leader of Feb. 8: but you do not mention acute 
obstruction of the external auditory canal, presumably 
because this occurs so frequently. In the experience of 
most practitioners this important cause is second only to 
otitis media in order of frequency. In the presence of 
an accumulation of cerumen, for example, sudden deafness 
often follows the entry of water or other fluid into the 
canal (during ablution, swimming, instillation of aural 
drops, &c.). 

May I also comment on sudden deafness of unknown 
origin ? Neurovascular dysfunction to the end-organ of hearing 
is postulated as a possible cause. The late Mr. Garnett Passe * 
found it possible to relieve the symptoms in Méniére’s 
disease by a procaine block of the cervical sympathetic chain, 
thereby producing vasodiJatation. This suggests that vaso- 
spasm is an important factor in some cases. If vasospasm is 
also a cause of sudden deafness without vertigo, it would 
surely be right to treat such cases as an absolute emergency. 
After a competent otological investigation, a therapeutic trial 
of a stellate block would yield useful information and if carried 
out early enough would have a greater chance of success. 
Secondary thrombosis due to long-continued spastic occlusion 
would be less likely. Compression of the nerve-fibres by 
cedema is another secondary factor of importance, for the 
degree of swelling and the length of time this lasts must 
influence the final prognosis. ; 

Rational treatment would therefore aim at the rapid relief 
of angiospasm, the prevention or limitation of thrombosis, and 
the alleviation of compression by a reduction of edema. The 
administration of nicotinic acid, as practised by Hallberg * 
and advocated in your leader, is too slow and too uncertain 
unless.large doses are given intravenously. Rapid vasodilata- 
tion can safely be brought about by a stellate block. Thereafter 
vasodilator drugs could play an important role in the main- 
tenance of an increased blood-supply. There is no way of 


knowing whether or not thrombosis has taken place, and the 
anticoagulants would possibly be of help. 

Finally, adrenocorticosteroid therapy is known to aid the 
reduction of tissue cedema, and the anticongestive properties 
of cortisone or prednisone could well be employed. 

This new outlook requires a change of attitude from 
one of expectancy to one of action, and if the neuro- 
vascular theory is accepted much further research will be 
called for to determine the most promising line of treat- 
ment. 


London, W.1. F. Boyes KorkIs. 


S1r,—Your leading article surveyed diverse causes and 
manifestations of sudden deafness. We should like to 
add to your list by referring to a group of cases observed 
by us during 1956." 

Our 11 patients were from 31 to 56 years of age and came 
from a rather limited geographical area. The deafness, 
always one-sided, was of a sudden onset and was accom- 
panied by tinnitus, sometimes also by vertigo. After about 
three weeks 9 of the 11 patients were partially or entirely 
restored. 

The neurological and otological examination made us believe 
that the site of the lesion was neither the end-organ nor the 
acoustic nerve, but the region of the pontine cochlear nucleus. 
The epidemic character and the simultaneous occurrence in 
this particular part-of the country of similar affections of the 


brain-stem suggested an encephalitis. 


The neurological and otological examination made us 
believe that the site of the lesion was neither the end- 
organ nor the acoustic nerve, but the region of the pontine 
ochlear nucleus. The epidemic character and the 
simultaneous occurrence in this particular part of the 
country of similar affections of the brain-stem suggested 
an encephalitis. 

5 es FoLKE MOLLER 

Capnlarnneigest sad [Aenean CARL NENZELIUS. 


WHERE DOES MEDICINE FIT IN? 


S1r,~It is probable that many readers will feel as 
grateful as I do for Dr. Manning’s most stimulating 
article.2 Particularly in the Western world ‘“ We have 
managed to change the pattern of disease: that is all”. 
As he remarks, “‘ solving one problem leads to the appear- 
ance of new ones.” It is very true that not only doctors, 
but most patients, apply “‘ the standards and yardsticks 
of youth to the subject of time-induced deterioration ”’. 
In-youth we issue blank cheques in defiance of natural law 
and exploitation of reserves; these cheques are presented 
for payment in middle age. Doctors could do much to 
help patients to understand their own difficulties and live 
patiently with what, so far at least, are unavoidable 
disabilities. 

In view of our limited knowledge of long-term effects, 
new drugs are often exhibited with almost maniacal 
recklessness. In the Western world today mental stress 
is indeed a major factor in undermining physical 
health. However, Dr. Manning says “‘ we have thrown 
religion overboard ”, and this is too sweeping. Dogma 
and creed are failing to satisfy but the deep spiritual urge 
of man is seeking new expression and is commonly 
unsatisfied. Doctors do not usually help and have all too 
little time to consider what are regarded as “ abstract 
things”. Is it any wonder that a patient “ will change 
from one doctor to another, seeking healing, but refusing 





1. Acta otolaryng., Stockh. 1952, 42, 133. 
2: Hallberg, O. E. 


Laryngoscope, 1956, 66, 1237. 


1. Acta o » Stockh, 1957, 47, 158. 
2. Manning, R. L. Lancet, 1957, ii, 1274. 
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to accept the fact that this must come from within him- 
self’ ? Do doctors help patients to understand this point 
or do they merely prescribe nostrums? Dr. Manning 
wishes that all doctors had some knowledge of geology 
and astronomy, but should we not add philosophy and 
comparative religion? Reality does not consist only of 
things seen. Allowing for a basic training, is it not 
possible that what we are is, over all, of far more import- 
ance than what we prescribe ? Man cannot live by bread 
alone. This surely is really the main problem of the 
modern world. 


Farnham Royal, 
Bucks. 


M. E. M. HERFORD. 


S1r,—I am sorry if I have aroused Mr. Hewson’s 
indignation (Feb. 1); I am even sorrier that he has mis- 
understood me—perhaps I had better amplify my 
meaning. I did not imply that there is no place for religion 
in man’s outlook: I merely stated that religion, as a guiding 
and comforting influence on mankind, is steadily and 
seemingly irreversibly declining. 

Furthermore, I would be the first to agree that a good 
priest or minister can do more good than a mediocre or 
simply an overworked doctor (but to be a good clergy- 
man these days must be at least as difficult as to be a 
good doctor), and that medicine and religion can work 
side by side, as do, for instance, modern and traditional 
medicine in China (see Dr. Fox’s articles '). The trouble 
is that traditional (faith) therapy has been largely rejected 
by the patient in advanced communities, and people 
bring the problems that once were the burden and 
prerogative of the clergy to the doctor. 

Let me also assure Mr. Hewson that there is not such a 
wide gap between the Christian doctrine, with which he 
identifies himself, and a cosmological point of view. 
After all Christianity encourages surrender to a cause 
greater than the individual, and belief in the eventual 
eclipse of one’s own troubles—after this life. Whether 
you surrender your pride and presumption to faith or to 
reason is a matter of choice and background—but I 
suspect the results can be similar. 


Darwin, Australia. 


R. L. MANNING. 


SYRINGES: CLEAN OR STERILE ? 


S1r,—In the recent correspondence about the sterilisa- 
tion of syringes, I was surprised to note that syringes of 
the cartridge type were not mentioned. A leading manu- 
facturer now offers a cartridge-syringe at a very modest 
price, and also a wide range of drugs in 2 ml. cartridges 
adapted to permit an aspiration test. I believe that there 
is no difference in cost between a conventional ampoule 
and a cartridge containing the same drug. The wide- 
spread adoption of these cartridges would offer syringe 
services considerable relief. , 

In my specialty of anesthetics, however, the range of 
drugs so presented is not comprehensive enough to justify 
a change at present—the deficiency in the range applies, 
of course, to proprietary drugs manufactured by other 
firms. I suppose that the same situation exists in other 
specialties. 

I write in the hope that some publicity for these 
observations may encourage the various interests involved 
to consider a business agreement, which would, in my 
view, bring benefits to all concerned. 


D. HUNTER SMITH. 


Carlisle. 


1. Lancet, 1957, ii, 935, 995, 1053. 


AZETIOLOGY OF PRE-ECLAMPTIC TOXAMIA 
AND ECLAMPSIA 


S1r,—For his collation of the facts about pre-eclamptic 
toxemia (Jan. 18), all obstetricians are under a debt to 
Prof. F. J. Browne; and it is with great respect that I 
differ from his thesis. In brief, this thesis is that the 
placenta produces corticotrophin (A.C.T.H.), either directly 
or by stimulating the anterior pituitary gland; that the 
corticotrophin causes the adrenal cortex to produce excess 
of glucocorticoids and mineralocorticoids; that these 
substances—held responsible for pre-eclamptic toxemia— 
are conveyed to the very structure that produced them 
(the placenta) and are destroyed by it when its oxygenation 
is normal; and finally that the placenta, even when 
ischemic, can still encourage the production of these 
toxzmia-producing corticoids but has lost its capacity to 
destroy them. The two last hypotheses appear to quarrel 
both with reason and teleology. 

In advancing this thesis Professor Browne makes com- 
parisons which I believe to be inapplicable: 


(a) Deoxycortone influences are invoked. This substance 
does not, so far as is known, occur naturally: despite assiduous 
search it has never been identified physiologically. Its property 
of equal potency in retaining salt and provoking hypertension 
is not shared by any other corticoid, in all of which one or 
other function predominates. 

(b) In the case described by Altschule and Zamcheck,' a 
change was indicated by the severe hypoalbuminzmia (4-4 mg. 
per 100 ml.) and concomitant albuminuria. This excludes it 
from comparison with pre-eclamptic toxemia in which there 
may be considerable cedema without any preceding or accom- 
panying albuminuria and in which hypoalbuminzmia of such 
extent does not occur.’ 

(c) Nor can increased vascular permeability, indicating a 
toxin’s influence, be advanced as an explanation of pre-eclamptic 
toxemia, for Switzer * showed that in 20 toxemic women the 
protein content of cedema fluid (when uncontaminated with 
capillary fluid) averaged 0-23%, per 100 ml., which means that 
it cannot have escaped through the capillary wall. 

(d) The suggested resemblance of normal pregnancy to 
Cushing’s syndrome is not valid. The plethora, hirsuties, 
moon-face, buffalo obesity, wasted limbs, sex-gland atrophy, 
polycythemia, wide purple striz, alkalosis, and above all the 
hypokalemia (responsible for asthenia and muscular weakness) 
met with in Cushing’s syndrome or in overdosage of cortisone 
(the hormone held responsible for the syndrome) present a 
vastly different picture from normal pregnancy or pre- 
eclamptic toxemia. 

The dissimilarity of the latter is further emphasised by the 
fact that in Cushing’s syndrome retention of sodium and water, 
is effected by the tubule whereas there is clear evidence that in 
pre-eclamptic toxemia it is effected to a considerable extent 
by the glomeruli. Page * has demonstrated in toxemia a 60% 
reduction in glomerular filtration-rate; and renal biopsies 
provide unquestionable evidence of an underlying cortical 
renal ischemia responsible for this reduction.°® 

Nor is the hypertensive mechanism provoked by corticoids 
comparable to that met with in pre-eclamptic toxemia. 
Shorr * has shown that vasoexcitor substance (V.E.M.) is never 
to be found in the renal-vein blood of animals with hyper- 
tension induced by corticoids, yet it is present in renal-vein 
blood in experimental renal hypertension * and clinically in 
essential hypertension * and in toxemia.’ 


_ Altschule, M. D., Zamcheck, N. J. clin. Endocrin. 1942, 2, 269. 
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Further evidence against the suggested relation of pre- 
eclamptic toxemia to Cushing’s syndrome is the fact that in 
pre-eclamptic toxemia the level of corticosteroid excretion 
cannot be correlated with the level of the blood-pressure,*® 
while Venning * has shown that the amount of the urinary 
secretion of the formaldehydogenic corticoids in these cases 
may be no higher than it is in normal pregnancy. 

The conditions again are sharply differentiated by the 
effects of treatment. Rest and salt restriction have unique 
therapeutic value in pre-eclamptic toxemia. This certainly 
is not so in Cushing’s syndrome, where, according to 
Knowlton,’ salt restriction exacerbates the hypertension 
induced by cortisone. The two conditions are further separated 
by the presence, in pre-eclamptic toxemia, of casts and red 
blood-cells in the urine, and by the possible supervention of 
fits. Most important of all is the fact that the alleged responsible 
hormone, cortisone, when injected into the toxemic patient, 
does not exacerbate the toxemia (Margulis *). 

The possible responsibility of aldosterone for pre-eclamptic 
toxemia is also advanced; but both Venning ™ and Rinsler 
have found that the secretion of aldosterone is much diminished 
in the later stages of active toxemia. Similarly, excess of anti- 
diuretic hormone cannot play any substantial part in the 
etiology; for Dieckmann '* says that patients with diabetes 
insipidus, entirely lacking this hormone, have on several 
occasions developed pre-eclampsia. 

Some of the data proffered by Professor Browne are, 
I believe, misinterpreted and therefore misapplied. 

(1) The significance of intracapillary glomerular sclerosis 
in diabetes is overlooked. It should be realised, first, that occult 
renal changes—facilitating the uterorenal reflex—can be 
responsible for hypertension,’ and secondly that incipient 
hypertension predisposes to toxemia. These facts suffice to 
explain the higher incidence of pre-eclamptic toxemia in 
diabetic women: there is no need to invoke corticoids. 

(2) The hormonal influence of hydatidiform mole cannot 
be an ztiological factor, since toxemia is absent in cases of 
chorionepithelioma where chorionic gonadotrophins are 
equally overproduced. (Acosta-Sison * has recently shown 
that the height of the fundus is related to the height of the 
blood-pressure—evidence of heightened uterine tone that 
supports the role of the uterorenal reflex.'*) 

(3) The very content of Byrom’s '’ invaluable experiment 
is the renal ischemia on which it is based. He clearly demon- 
strated that all the vasospasm effects were entirely due to the 
clamping of the renal artery: removal of the clamp abolished 
the vascular manifestations including the encephalopathy. 
Here again is proof of the renal ischemic change which I 
regard as a result of the uterorenal reflex.‘ The postpartum 
rise in blood-pressure can be correlated with the tonicity of 
the uterus and its occurrence therefore supports my view that 
the uterorenal reflex causes the “‘ toxemia” (see below). 
A corticoid explanation for this postpartum hypertension is not 
in keeping with the facts, since it is well known that consider- 
able diuresis follows delivery. If the hypertension were the 
result of corticoid influence and not of renal ischemia, salt and 
water retention rather than diuresis should accompany the 
rise of blood-pressure, for the predominant effect of corticoids 
appears to be on salt and water rather than on blood-pressure. 
Severe renal ischemia (e.g., by Goldblatt clamping), on the 
other hand, primarily provokes hypertension. (The degree, 
the extent, the speed of onset, the duration, the existing 
hydration, and the accompanying vasospastic state all con- 


8. Margulis, R. R., Hod; gkinson, 2 P., Rattan, W. C.; Jewell, J. s. “Amer. 
. Obstet. Gynec. 1954, 67, 1257 

9. enning, E. H., Singer, F B., Simpson, G. A. ibid. p. 542. 

10. pewin. A. we b, N., Stoerk, H. C., White, T P., Heffernan, 


F. §. a Med. “i982, 06 is7, 
» Caugaris, L. C. S., Dyrenfurth, I. 


11. Corton —_—2. 
Z: clin. Sendocr ior, 17, 4 
12. Rinsler, M. G., Rigby, B. Brit, med. F. 1957, ii, 966. 
13. Dieckmann, M. seapeaye of Pregnancy. 1953. St. Louis. 
14. Wilson, C., Ledingham, J. M., Cohen, M. Lancet, {on 4, 1958, p. 9. 
15. Acosta Sison, H. Amer. F. Obstet. Gynec. 1956, 71, 1279. 
16. Reynolds, S. R. M., Baker, J. T. Contr. Embryol. Carneg. Instn. 1951, 


17. Byrom, F. B. Lancet, 1954, ii, 201. 


tribute to vary the effect of cortical renal ischemia on the 
sequence and the extent of the cedema, the hypertension, the 
fits, the albuminuria, and the anuria.) 

Professor Browne enunciates two hypotheses which I 
regard as unnecessary. 

The first concerns protective influence of the placenta 
against corticoid effects. Here again one pharmacological 
action is singled out for consideration; and the claim is made 
that the hypertensive effect is neutralised by the non-ischemic 
placenta of normal pregnancy. But the paradoxical or reversal 
action that reveals itself on cortical overdosage is overlooked. 
Prunty '* has shown that, though cortisone or hydrocortisone 
originally cause active retention of water and salt, this is 
reversed on continued administration. The same is true of 
corticotrophin.'* Sayers,'® Sprague,° Ingles,*4 and many 
others have recorded similar reversal findings either with 
synthetic or with naturally occurring corticoids, which in 
general tend to restore normal levels of water and salt in the 
tissues and to support the normality of tissue and organ 
responses to stimuli arising from the non-adrenal systems. 
This occult action helps to explain their presence in greater 
amounts both in normal and in abnormal pregnancy, without 
obvious pharmacological effect. Especially is it to be remem- 
bered that they can control water and electrolyte movements 
from intracellular to extracellular space and vice versa—move- 
ments difficult to uncover yet revealing themselves in otherwise 
inexplicable pre-eclamptic phenomena such as sudden cedema. 

The second unnecessary hypothesis is that corticoids have 
the power of vascular sensitisation. This explanation is not 
needed and can in fact be denied. Vascular sensitisation results 


* from renal ischemia, as is revealed by the fact that renoprival 


hypertension ensues far more rapidly when the kidneys have 
been subjected to clamping before their removal, indicating 
that the ischemic kidney has prepared the hypersensitive 
soil (Ledingham).** Equally important is the denial of corticoid 
sensitisation by the experiments of Schorr,** who demon- 
strated that in animals made hypersensitive with deoxycortone 
the mesenteric vessels were not more responsive to adrenaline. 
Perera ** actually found a decline in arterial tension in hyper- 
tensives after long-continued dosage with cortisone—an effect 
that led him to conclude that cortisone has “no humoral 
action directly ” 

Professor Browne’s difficulty in accepting the uterorenal 
reflex as responsible for postpartum eclampsia will be 
removed if the following facts are appreciated: 

(1) Cortical renal ischemia has been seen to occur post- 
partum in the experimental animal and to coincide with the 
postpartum uterine contractions (Franklin *°) as plainly as they 
do with the contractions consequent on uterine distension or the 
contractions of labour. Further proof of the increased tone of 
the myometrium postpartum, on which the uterorenal reflex 
is indirectly based, is provided by Schofield ** who finds that 
the concentration of contractile proteins in the myometrium is 
directly proportional to the cestrogen present, and that there is 
a postpartum rise in adenosine triphosphate (which heightens 
tension) lasting for at least three days. These two facts help to 
explain the occurrence of postpartum eclampsia through the 
operation of the uterorenal reflex. 

Professor Browne’s own thesis cannot explain the 
recrudescence of toxemia at labour, after its abatement 
days earlier on the death of the retained foetus. Feetal 
death connotes placental death, and consequent cessation 
of the placenta’s alleged eclamptogenic corticotrophin 
effects, at most within three days—the time-limit set on 
18. Prunty, F. T. G. ‘Brit. med. F. 1953, i, 852. 

19. Sayers, G. Physiol. Rev. 1950, 30, 241. 
20. Sprague, R. G. Amer. J. Med. 1951, 10, 567. 
21. Ingles, D. Late R. Endocrinology, 1946, 38 


22. Ledingham, J. M. Brit. me: ull. 13 , 33. 
23. 4 . Proceedings First Clinical ACTH Conference, p. 314; London, 
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25. Franklin, K. J. Renee 1953, ii, 1141. 
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their activity by Professor Browne himself when explain- 
ing by his thesis the longest possible delay in the onset of 
eclampsia postpartum. When labour is delayed beyond 
this time, the postpartum rise of corticoids observed by 
Gemzell *’ must therefore fall on presumably “ normal 
soil”. If it fails to provoke eclampsia in the like soil of 
normal pregnancy, it must fail to do so in these circum- 
stances too. 

Finally, judging by Gaunt’s ®* experiments, the corti- 
coids seem to be needed in rats to allow renin (which 
induces renal cortical spasm) to provoke a state identical 
with eclampsia. But the etiological emphasis is entirely 
on renin, for the eclamptic state disappears on its with- 
drawal—this effect being hastened by administration of 
hydrallazine to reduce renal resistance. 

Renal resistance (cortical renal vasospasm) is a product 
of the uterorenal reflex that is invariably elicited when the 
myometrium is resisting stretch.?® 

Professor Lennon (Feb. 15) holds that noradrenaline is 
the pressor factor in toxemia, entirely accounting for the 
generalised vascular spasm and thereby for the many 
pathological changes. Presumably he has arrived at this 
conclusion from his success in neutralising this humoral 
substance. 

Certain misgivings immediately arise. 

Toxzmia can occur in non-hypertensive patients, as Profes- 
sor Lennon admits. In fact it is a common experience that it 
usually does so arise, for the cedema of its earlier stages is 
unaccompanied by hypertension and therefore without nor- 
adrenaline intrusion. Neither is noradrenaline capable of 
causing water and salt retention (present throughout pre- 
eclampsia) experimentally or clinically in pheochromocytoma. 

By regarding placental ischemia as the basic pathological 
feature of pre-eclampsia he is overlooking the fact that since 
noradrenaline has never been demonstrated in the placenta 
(it lacks nerve-fibres) this feature can have no basic relevance 
to his thesis. Defective transmethylation of noradrenaline to 
adrenaline has never been definitely shown to be a cause of 
hypertension.*® Yet Professor Lennon claims that it can be 
overcome by dieting. He has been impressed by the effective- 
ness of diet in checking the toxemic process, but overlooks the 
fact that the regimen is in the first place directed against the 
increase of the eedema—a disturbance of salt and water meta- 
bolism that noradrenaline cannot remotely affect. Again, 
effective transmethylation, by converting excess noradrenaline 
into excess adrenaline, should thereby produce dramatic 
pharmacological effects, and these the successfully dieted 
toxe#mic patient does not exhibit. 

Obstetricians everywhere must inquire more deeply. 


London, W.1. JOHN SOPHIAN. 


RUPTURE OF SPLEEN WITH DELAYED SYMPTOMS 
S1r,—The case reported below showed several points 

of clinical interest, and I record it here because this 

abdominal emergency should be kept in mind. 

A woman, aged 24, was admitted shocked. She had been 
perfectly well until two days before admission, when persistent 
epigastric pain began. On the day of admission she vomited 
twice and fainted. 

She was pale, with a thready pulse (120), no pyrexia, blood- 
pressure 90/70 mm. Hg. Cardiovascular system normal. 
Bruise 3 in. in diameter on outer aspect of the left arm; none 
elsewhere. Abdomen: slight discomfort all over with guarding 
2 in. below the xiphoid process. No bowel sounds heard and 
no free fluid. Breathing was shallow, and, at the end of inspira- 
2 Gemzell, C. A. ¥. clin. Endocrin. 1953, 13, 898. 

28. Gaunt, R., Renzi, A. A. Ciba clin. Symp. 1954, 6, 30. 
29. Sophian, J. Excerpta med. Amst. 1958, section x, vol. 2, p. 1. 


30. Goldenberg, M., Pines, K. L., Baldwin, E. de F., Greene, D. H., 
Roh, C. E. Amer. 7. Med. 1948, 5, 792. 


27. 


tion, pain in the abdomen was worse. She admitted that a 
week previously she had slipped on a mat in the house; and 
when the point was put to her she admitted that she had 
bumped her left ribs as well as her left arm. After resuscitation 
with plasma (B.P. 115/70) further examination indicated obvious 
free fluid. 

At laparotomy, blood was found in the peritoneal cavity 
(1-1"/, pints). A tear 2 in. long was felt on the posterior aspect 
of the upper pole of the spleen, which was mobilised with ease 
and removed. As the spleen was being severed, two splen- 
unculi were noticed, each 1 in. in diameter, one above 
the splenic vessels and the other “sitting” above the 
splenic flexure of the colon. Postoperative course was 
uneventful. 

This was a traumatic rupture of the spleen a week 
before admission, either subcapsular or sealed off with 
clot. There were leaks two days before admission and on 
the day of admission; the last one ceased with the drop - 
in blood-pressure, only to begin again after resuscitation. 


Weymouth and District Hospital. JoHN M. E. JEWERs. 


A SLIDE-DRYER SLAB 
S1r,—The slide-dryer slab illustrated here has proved 
useful. 
It consists of a flat piece of ‘ Perspex’ */, in. thick and 6 in, 
square. It is scored by 20 lines, and by a further 3 at right angles 
to these. This allows 80 slides to be stacked on it. The average 





microscope slide will stay in it at a slightly slanting angle. 
The front part of the slab is not scored, so that it is easier to 
carry it. 

The slide-dryer has been adapted after many modifications 
from a wooden model which I noticed in the laboratory of the 
Centre Régional de Transfusion Sanguine at the Hépital St. 
Antoine in Paris, during the tenure of a Ciba Foundation Anglo- 
French exchange bursary. The choice of wood seemed unfor- 
tunate, because it warps even when xylol is used. This is 
avoided by the use of a plastic material. 

The slide-dryer is particularly useful for blood slides which, 
after examination with the oil-immersion lens, have been in 
xylol and which are to be dried for filing away. It is also 
useful for large-scale mounting of histological slides for class 
purposes. The excess water drains away satisfactorily. A half 
model has also been prepared, which is useful in smaller 
laboratories. 

The dryer has been made to my specification by the Visijar 
Laboratory Supply Co. Ltd., 149, London Road, Croydon, Surrey. 


St. Mary’s Hospital Medical School, 
London, W.2. E, NEUMARK. 
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A FUNCTIONAL NECESSITY 


S1r,—Your leader ' has aroused a great deal of comment, 
mostly adverse. In your penultimate paragraph you refer 
to the S.H.M.O.s as an incompatible group, but surely you 
did not mean to imply that s.H.M.O.s have only mediocre 
attainments. It does not seem to be generally appreciated 
what a wide range of ability is included in this grade. At 
one end of the scale there are those who rely on experience 


only (from which they may or may not have gained) but’ 


at the other end are those who are better qualified and 
more experienced than many of their consultant colleagues. 
Perhaps because of this wide range of ability little has 
been done to rectify the just complaints of S.H.M.O.s in 
spite of the large volume of correspondence about the 
position. 

At present the Whitley Council is considering the cases 
of many hundreds of s.H.M.Oo.s who claim they are doing 
consultant work, and it seems that as a result a few more 
consultant posts will be created. However, there is a 
strong feeling that this upgrading will depend more on the 
proximity of a consultant than on ability. It seems that, 
in the chest services at least, recommendations were made 
some two years ago as to the appropriate S.H.M.O.s to 
upgrade, and the present machinery is intended to give 
an air of respectability to something already decided. It 
is noteworthy that a resolution of the B.M.A. tuberculosis 
and diseases of the chest committee in 1955 made no 


mention of ability or qualifications with regard to those © 


to be upgraded. 


Your suggestion that the s.H.M.O.. grade should be 
perpetuated in any form will meet with little support from 
those who have experienced the ignominy of this grade. 
It is alleged that the s.H.M.O. is under the general super- 
vision of a consultant, but no-one has yet been able to 
define what this means; and yet you suggest this state of 
affairs should continue. Supervision in a teaching hospital 
is one thing, but supervision at the periphery by a con- 
sultant who is younger, less knowledgeable, and less well- 
qualified is completely different. Supervision under such 
circumstances is not only embarrassing to both but can 
have unpleasant repercussions. It must also be realised 
that some full-time consultants lose their zest for work 
once appointed, and the s.H.M.O. bears the brunt of the 
work for which he receives little thanks and no financial 
reward. In the event of a difference of opinion between 
consultant and s.H.M.O. the various committees appointed 
to investigate must invariably support the consultant as 
the senior officer, however wrong he may be. Of course 
this can and does lead not only to a sense of frustration 
but eventually to a lowering of standards, and this must 
be avoided at all costs. 


Surely an answer to this complex problem would be to 
create enough senior posts with an adequate salary graded 
according to the responsibility and the work involved. 
Naturally a consultant in a teaching centre would com- 
mand a bigger salary than one at the periphery, but that 
is how it should be. Such a step would automatically do 
away with the iniquitous system of merit awards. It 
would also ensure some circulation of appointments. A 
consultant in a south-coast resort would not think of 
moving to the industrial areas at present, but if a higher 
salary were offered might well be tempted, thus leaving 
his post open to fair competition. A method should also 
be found whereby an appointment is made solely on 








1. Lancet, 1957, ii, 1099. 


ability and not, as at present, by the hierarchy who wish 
to place their own candidates. 

Finally I should like to re-echo Mr. Berrill’s point in 
his letter of Dec. 14. Something must be done, and done 
soon, and something more than the present Whitley 
Council procedure, which may well prove to cause more 
resentment than exists now. Whatever is done should see 
the end of this s.H.M.O. grade, and not its re-emergence 
under another name. 

pa O. D. BERESFORD. 


*,* Like Dr. Beresford, we do not want to see the 
S.H.M.O. grade perpetuated. We propose that it should be 
replaced by the new grade of “ specialist ” which would 
differ from it in two important ways: (1) it would be the 
grade through which all future consultants must pass, and 
(2) it would have a salary range overlapping, at the top, 
that of consultant. Dr. Beresford, as we understand him, 
would prefer to reduce the status of consultant by 
giving it to all present s.H.M.O.s but would reward merit 
by paying higher salaries for work at teaching hospitals 
or in unpopular areas. He seems to us to underrate the 
advantages of the present system by which equal basic 
salary scales have attracted consultants to the periphery 
and by which a man can get personal recognition for good 
work wherever it is done—without moving to some other 
post officially scheduled as more important.—Eb. L. 





Parliament 


Help for the Family 

IN an adjournment debate on Feb. 12 Mr. ANTHONY 
KERSHAW suggested that there was a tendency today to forget 
the role which the family still played in the care of old people. 
In a recent small survey in Bethnal Green it was found that 
about half the old people were looked after by their families. 
But if old people were to be kept at home, we must, he said, 
extend the domiciliary services and give the family more help. 
Not only should there be a system of regular visits to old people 
living alone, but also to families looking after old people. 
The strain could be heavy and was often discovered too late, 
when a daughter or,a niece collapsed and she and her aged 
charge had both to be moved to hospital. Something should 
be done in advance to help families. The older members could, 
for instance, spend short visits in institutions to give the 
younger member a rest. Again would the Minister and his 
colleagues consider the possibility of a constant attendance 
allowance, such as was paid for war pensioners, for families 
looking after bedfast relations ? He believed that timely help 
to the family might save the community great expense. 

Mr. RICHARD THOMPSON, parliamentary secretary to the 
Ministry of Health, agreed that old people should be looked 
after as long as possible in their own family and in their own 
home. Reviewing the health and welfare services which are 
available in the home, he said that the local authorities’ health 
visitors in 1956 paid about 1 million visits to the aged and 
chronic sick, and the home nurses paid about half of their 
25 million visits to patients over sixty-five. This last figure 
showed the growing need of old people, for three years earlier 
only a third of the nurses’ visits were made to the aged. The 
number of home helps had risen from 11,000 in 1948 to 39,000 
in 1956, and in that year 68%, of the applications for help came 
from households with an aged or chronic invalid. Other ways 
in which old people were helped in their own homes, often 
by voluntary organisations, were the night attendance and 
evening service, the laundry service, the chiropody service, 
and meals on wheels. 

He could not discuss in an adjournment debate the sugges- 
tion put forward for a constant attendance allowance, for that 
would require legislation. 
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Notification of Acute Rheumatism 


On Feb. 17 Dr. EpITH SUMMERSKILL prayed against the 
Acute Rheumatism (Amendment) Regulations, 1956, asking 
why notification of this disease should be restricted to certain 
parts of England. Cornwall, Lindsey in Lincolnshire, Bristol, 
Grimsby, Hull, Lincoln, Salford, Sheffield, and Ilford were 
in her view an extraordinary collection of places which were 
not necessarily representative of England. She believed that 
they had been chosen in 1947 when notification was started, 
because it was believed that these areas had specialists capable 
of handling the chronic rheumatic condition which followed 
acute rheumatism. But in the last ten years the National 
Health Service had tried to allocate specialists more uniformly 
over the country and she wondered whether it was still neces- 
sary to limit notification. In particular she would like to see 
more of the damp Northern cities and more of the poorer parts 
selected. 

Mr. RICHARD THOMPSON, parliamentary secretary to the 
Ministry of Health, said that notification had been introduced 
in selected areas, on the recommendation of the rheumatic 
fever committee of the Royal College of Physicians of London, 
to provide an index of the prevalence of the disease in the coun- 
try as a whole and to facilitate the continued supervision of 
children who had had the disease. The areas had originally 
been chosen because of the known existence in them of 
competent observers who could assess the value of the super- 
visory procedures used. But this did not mean that the same 
methods of treatment were not available in other areas. 
Originally 5 areas had been chosen. Since then 4 further areas 
had been selected and he did not rule out the possibility of 
further additions. But extension to the whole country would 
not be justified at least for the present as this was not necessary 
to provide the necessary statistical information. It must be 
realised that notification in this instance was more of a research 
observation exercise than a treatment exercise. 


QUESTION TIME 


Possible Protection Against Radiation 

Sir WAvELL WAKEFIELD asked the Minister of Health, as 
representing the Lord President of the Council, in view of the 
progress in the United States of America with research into 
the possibility of production of a drug to counteract poisoning 
or death by radiation in the event of a nuclear war or accident, 
what advance had been made in the United Kingdom in this 
direction.—Mr. DEREK WALKER-SMITH replied: The Medical 
Research Council has for some ten years actively supported 
work on substances that might protect against the effect of 
ionising radiations. Substantial progress has been made 
experimentally but the results are not yet applicable to the 
treatment of human beings. 


Psychiatric Treatment of Criminals and Delinquents 


The World Health Organisation has allocated to the United 
Kingdom four places on the seminar on this subject which is 
to be held at Copenhagen, and the Minister of Health has 
appointed Dr. W. F. Roper, principal medical officer, H.M. 
prison, Wakefield, Dr. R. C. Simpson, consultant psychiatrist, 
and Mr. Morrison, principal psychologist, H.M. prison, Worm- 
wood Scrubs, and Dr. Inch, medical adviser to the Scottish 
Prison and Borstal Service. 


Merit Awards 


The total number of merit awards in England and Wales 
at Dec. 31, 1957, was 2343. The total annual cost was about 
£2 million, which is equivalent to about a quarter of the esti- 
mated total of the recipients’ salaries, including the awards. 


Cruelty to Animals 
The five inspectors under the Cruelty to Animals Act, 
1876, are all medically qualified. They are Dr. P. L. C. Carrier 
(chief inspector), Dr. F. Elliott, Dr. E. H. Hall, Group-Captain 
G. Struan Marshall, and Dr. B. Walker. 


Obituary 





ERNEST JONES 
M.D. Lond., Hon. D.Sc. Wales, F.R.C.P., D.P.H. 


Ernest Jones, who died on Feb. 11 at the age of 79, was 
honorary president of the International Psychoanalytical 


Association, and the most eminent psychoanalyst since the 


death of Freud, whose biography he wrote. 


Born and brought up in Wales, he attached some importance 
to his origins, since he held that the Welsh, like the Jews, were 
a religiously minded people whose outlook was coloured by 
their history of defeat and suffering. From University College, 
Cardiff, he came to London and studied at University College 
Hospital. His interests were wide, but neurology had a 
particular attraction for him. 
He was house-surgeon to Victor 
Horsley, attended the National 
Hospital, Queen Square, as a 
clinical assistant, and published 
several neurological papers, 
chiefly concerned with allo- 
chiria and other disorders of 
sensation. Among his contem- 
poraries and friends at U.C.H. 
were Bernard Hart and Wilfred 
Trotter, then and always much 
interested in psychological mat- 
ters. Jones experimented with 
hypnosis and frequented mental 
hospitals, especially Long Grove 
(where Dr. Hart then was), 
Bethlem (to see his friend 
W. H. B. Stoddart), and Clay- 
bury (where Frederick Mott had his laboratory). 

In 1905 Freud published in German a fragment of an 
analysis, revealing the dramatic story that lay behind a young 
woman’s hysterical symptoms. This came to Jones’ knowledge, 
probably through a notice by Havelock Ellis, It accorded with 
a view well expressed in Wilfred Trotter’s remark to Jones, 
apropos of hysterical convulsions: “One sees only the blood 
trickling under the door, but we know nothing of what tragedy 
is being enacted inside.”’ Jones set to work to learn German so 
that he could acquaint himself with Freud’s writings, which 
promised to explain much that he had found lacking in the 
brilliant and detailed French literature on hysteria. He 
acquainted himself with the main ideas, though he did not read 
Freud’s Interpretation of Dreams until a year or two later. 
However, in 1905 he undertook the psychoanalysis of a patient 
—the wife of an American neurologist: it was the first analysis 
to be conducted outside the German-speaking countries. Jones 
presently met Jung and they arranged an international psycho- 
analytical congress which was duly held at Salzburg in 1908. 
Jones and Trotter-were the British members. Here he met 
Freud for the first time, and read a paper on Rationalisation. 
From then on his professional and personal life was intimately 
linked with the furtherance of psychoanalysis. He continued 
for a time, however, to extend his psychiatric knowledge by 
visits to Paris and to Krzpelin’s clinic and institute in Munich. 


At the instance of Osler, Jones was invited in 1909 to take 
charge of the new psychiatric clinic in Toronto. Here, however, 
as previously in London, his psychoanalytical work brought 
him into undeserved odium, and in 1911 he decided to return 
to England. The years in North America had been spent in 
tireless activities for the spread of psychoanalysis by teaching, 
lecturing, organising meetings, and founding the American 
Psychoanalytic Association. A review of developments in 
psychopathology written by Jones at that time, and published 
by Mott in the L.C.C. Archives of Neurology and Psychiatry 
in 1911, contained the characteristically shrewd observation 
that in England “‘ the subject is viewed with a cold antipathy... 
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In America, on the other hand, there is a widespread cordiality, 
though the value of this is largely counterbalanced by the 
superficial and uncritical views that, except in a comparatively 
small circle, generally prevail. Readiness to accept a psycho- 
genetic origin of certain maladies is much more widespread in 
the American medical profession than in the English and there 
is also in that country a very general interest taken in the 
problems by the laity.” 

Ernest Jones was a loyal friend and devoted adherent of 
Freud. Early in their association he proposed that a small 
group of trustworthy analysts should form a secret council to 
advance and defend the cause of psychoanalysis, and in 1913 
this committee of intimates assembled, with Jones as founder- 
chairman. In this and many other ways he lightened the 
burden which rested on Freud. His good sense, judgment, 
and diplomatic skill were qualities of the utmost value to 
psychoanalysis during the turbulent years of dissension within 
and antagonism from without. Freud fully recognised this 
(apart from a passing shadow in 1922) and knew he could 
depend on Jones’ integrity and support. When the Nazis 
marched into Vienna, Jones took prompt and courageous steps 
to rescue Freud and his family from the danger and humilia- 
tions they were exposed to in Vienna. 

The introduction and furtherance of psychoanalysis in 
England was Ernest Jones’ especial mission. He worked without 
regard for personal ‘convenience or advantage to bring this 
about, though his health was for a long period troubled by an 
undiagnosed metabolic disorder. He travelled widely and 
attended innumerable congresses; but he gave the bulk of his 
time, apart from his practice, to fathering the British Psycho- 
analytical Society, the International Fournal of Psychoanalysis 
(which he founded and edited from 1920 to 1939), the Inter- 
national Psychoanalytical Library (familiar green volumes 
which issued steadily from the Hogarth Press), and other 
activities centred on London and usually on Jones himself. 
The institute which was set up in 1924 for training psycho- 
analysts owed a great deal to him: although a few months’ 
intensive analysis by Ferenczi in 1913 was all the training he 
himself had had, he recognised that something more systematic 
and thorough was required for the succeeding generation. 
Another service to psychoanalysis in this country, on which he 
himself set much store, was winning from a special committee 
of the British Medical Association in 1929 a favourable report: 
he called it “my most difficult achievement on behalf of 
psychoanalysis ”’. 

Jones wrote fluently and clearly. His output of psychoanaly- 
tic articles was large, and ranged from technical case-reports 
and theoretical expositions to applications of psychoanalysis to 
anthropology, literature (here his study of Hamlet was notable), 
religion, politics—and even chess-playing, to which he was 
much addicted. He wrote a parergon in 1931—a manual on the 
elements of figure-skating, of which a revised edition was called 
for in 1952: it is a model of straightforward simple instruction. 
His outstanding literary work was his biography of Freud: 
written with intimate knowledge, immense respect this side 
idolatry, and scrupulous regard for detail, it deserved the 
acclaim which greeted it as a moving and faithful picture of a 
man of genius, drawn by a gifted disciple. 

Ernest Jones had, and recognised in himself, obsessive 
tendencies which enabled him to organise his knowledge and 
deal thoroughly with masses of detail; with this went in his 
earlier years a tendency to be rather critical of others. As 
time passed, however, he became tolerant, and this was strik- 
ingly illustrated in his support of Mrs. Melanie Klein when she 
put forward controversial views that diverged from those of 
Freud and most other psychoanalysts of the time. In the 


valedictory address he delivered to the British Psychoanalytical 
Society when he was presented with his portrait, he concluded 
by advocating greater tolerance towards diversities “ or even 
divergencies ”’: this was the attitude he consistently displayed 
during the latter part of his life. 

He was married in 1919 to Katherine Jokl of Vienna: she 
and his daughter and two sons survive him. 


GEORGE CARSON SWANSON 
M.B. Glasg. 


Mr. George Swanson, consulting surgeon to Glasgow 
Royal Infirmary, died on Feb. 7 at his home at Balfron 
at the age of 69. 

He qualified first as an engineer, but after seven years’ 
work and travel, he turned to medicine—his father’s 
profession. After graduating M.B. from the University of 
Glasgow in 1916, he spent some time at University College, 
London, ‘and took the English conjoint qualification. 
His first staff appointment was in 1919, as junior assistant 
to Prof. Robert Kennedy at the Royal Infirmary, and 
his colleagues regarded it as a tribute to his tact, good 
humour, and Highland dourness that he got along with the 
choleric and eccentric “‘ Rab” for five years. His rise 
was steady and his work was ever more widely appre- 
ciated. He was appointed surgeon in 1935. 

J. A. G. B. writes: 

Swanson was a sound and safe general surgeon with a par- 
ticular flair for anything mechanical. He possessed a complete 
little engineering workshop where he modified or evolved 
surgical instruments. Many of these went far afield as proto- 
types. 

He was shy in the company of strangers, but entertaining 
and happy with his friends. He was averse to publication or 
public lecturing, but he was a first-class and impressive 
teacher. A few years before he retired in 1953 he acquired 


_ a farm and spent many happy days manipulating a favourite 


tractor. 
Mr. Swanson leaves a widow and a daughter. 


FREDERICK JAMES RUSSELL STONEHAM 
M.R.C.S., F.F.A. R.C.S., D.A. 


Dr. F. J. R. Stoneham, consultant anzsthetist in the 
Windsor group of hospitals, died at the Canadian Red 
Cross Memorial Hospital, Taplow, on Jan. 14 at the age 
of 48. 

He was born at Weymouth and was educated at Harrow and 
at Guy’s Hospital, qualifying in 1937. He held house posts at 
Guy’s before becoming anesthetic registrar. In 1941 he joined 
the Royal Air Force and served, with the rank of squadron- 
leader, as an anzsthetist until he was demobilised in 1945. He 
was than appointed senior anzsthetist to the Birmingham 
Accident Hospital, where he was in charge of the shock and 
resuscitation unit. 

In 1948 he moved to Windsor and was appointed 
anesthetist in the Windsor group of hospitals, and in 
1950 he was graded consultant anesthetist. His main 
work was carried out at Maidenhead Hospital, Heather- 
wood Orthopedic Hospital, Ascot, and the Canadian 
Red Cross Memorial Hospital, Taplow. 

He was one of the Windsor team which investigated 
the use of ‘ Plasmosan’ in the treatment of shock. In 
1956 he was elected F.F.A. R.C.S. 


A colleague writes : 

Stoneham was particularly interested in anesthesia for 
children, with whom he was most understanding and quickly 
gained their confidence, while his attention to detail and his 
obvious enthusiasm for his work gained for him the respect of 
his colleagues. 

To his work he gave much thought and care, constantly 
striving to improve the standard of anesthesia. He gave to his 
patients the same kindness and consideration which made 
him so many friends. He was devoted to his family and 
his home. 


Dr. Stoneham leaves a widow and two daughters. 
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A HEALTH-EDUCATION JOURNAL 

Tue International Union for Health Education of the 
Public has begun to issue a periodical, the International 
Journal of Health Education. In the first issue welcoming mess- 
ages from Prof. Jacques Parisot, president of the Union, and 
Dr. M. G. Candau, director-general of the World Health 
Organisation, are followed by an article by Dr. John Burton 
entitled Doctor Means Teacher. The journal, whose content 
is largely non-technical, is to be issued quarterly in French and 
English editions. The subscription is 12 Swiss francs a year; 
further information may be obtained from the editor at 3, rue 
Viollier, Geneva, Switzerland. 


THE WELFARE OF SPASTICS 

On Jan. 11 a joint meeting was held of the medical advisory 
committees of the British Council for the Welfare of Spastics 
and the National Spastics Society. Prof. Alan Moncrieff was 
in the chair, and the following subjects were discussed: 
nomenclature and classification of cerebral palsy, facilities 
for early diagnosis of cerebral palsy in children under school 
age, and management and training of these children. It was 
agreed that a further joint meeting of the full medical com- 
mittees should be held in six months, and it is hoped that these 
meetings will be held regularly twice a year. This is a first 
step towards closer integration’ of the professional and 
technical work of the two societies. 


REGIONAL MEDICINE IN PUERTO RICO 

To its strategic Operations Bootstrap, Commonwealth, 
and Serenity, Puerto Rico is now adding the tactical Opera- 
tion Regionalisation.? This West Indian island, which has a 
population of 2'/, million, was ceded by Spain to the United 
States in 1899; by the constitution of 1952, the Common- 
wealth of Puerto Rico is. self-governing in internal affairs. 

At present the health, medical, and welfare services are 
administered centrally: the division of hospitals administers 
the five district hospitals ; the division of public health, through 
the municipalities, administers the health centres (each of 
which houses a health unit, municipal hospital, and welfare 
unit); and the division of public welfare administers five 
welfare districts. The services are now to be decentralised: 
the country will be divided into five districts. Each will have 
several community health and welfare centres linked opera- 
tionally with a district hospital, “to produce the effect that 
the area is served by one giant hospital with branches geo- 
graphically distant but functionally as closely related as if they 
were the wards or divisions of a large medical centre”. The 
doctors in the health centres will be on the staff of the district 
hospital. To the hospital will be referred patients for special 
diagnosis or treatment (including major surgery) and women 
having a first or a complicated labour. The health centres 
will have provision for routine laboratory tests and fluoroscopy, 
and will cooperate where necessary with tuberculosis, chronic- 
disease, and mental hospitals. The five district hospitals will 
be linked with the much expanded metropolitan medical 
centre, which comprises a medical school and several hospitals. 

Four chief benefits are claimed for regionalisation. The 
quality of service would benefit by diffusion of the highest 
standards from the teaching centre to the periphery. Regional 
administration would be more economical. Preventive and 
curative services would be available equally to those in town 
and country. Local citizens would be encouraged to “ improve 
the community’s health through their own efforts ”—an 
important point, for “‘ the cost of tax-supported health care 
has probably reached the upper limit which the existing system 
of taxation can support ”’, while expenditure on building and 


1. See ‘Lancet, 1956, ii, 1221. 
2. See ibid. p. 501. 
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on improving doctors’ conditions will have to be increased. 
It is hoped that medical insurance schemes will be widely 
extended. 

Eighteen months ago work was begun on the organisation 
of a pilot-plant scheme for the Bayamon area, one of the five 
regions. It is expected that the “‘ experimental research action 
phase”’ there will take five years; the experience gained 
will be used in organising the other four regions. 


A PORTABLE ELECTROENCEPHALOGRAPH 

ELECTROENCEPHALOGRAPHY has always been associated 
with complex, bulky, and expensive apparatus, with an 
insatiable appetite for paper. A new instrument, described 
by McDermott,' shows what can be achieved by an uncon- 
ventional approach to the various technical problems which 
arise in designing a compact electroencephalograph. 

This instrument does not produce a written record, but 
displays up to six traces simultaneously on a cathode-ray 
tube with a long-persistence screen. This is done by the use 
of a pulse time multiplex system—a method more familiar 
to the telecommunications engineer than to the electro- 
physiologist, for it is one of the possible ways of transmitting 
a number of messages over a single channel. The display is 
identical in appearance with that of a pormal £.£.G. record, 
since the time base can be adjusted to run at the standard 
speeds of 1, 3, or 10 centimetres per second. An obvious dis- 
advantage is that the record is visible for only a few seconds 
at a given time; but, provided the operator knows what to 
watch for, it is adequate for selecting patients for more detailed 
investigations with a normal electroencephalograph. The 
location of foci by the method of “ phase reversal” was at 
first thought to need special circuit arrangements; but, in 
practice, phase reversals—at least in adjacent traces—proved 
reasonably easy to detect. No form of time marker is fitted, 
but an experienced operator can estimate frequencies between 
1 and 15 cycles per second to an accuracy of about 1 cycle per 
second. 

The electroencephalograph is mains-driven, and, complete 
with its power supply, weighs just over 40 lb. The weight 
of stabilised power pack can be considerably reduced, in 
McDermott’s opinion, by replacing certain of the thermionic 
valves in the instrument by transistors. By the use of an 
electromagnetically focused radar P.P.1. (plan position indicator) 
tube, a recorder which writes on ‘ Teledeltos’’ paper has been 
developed, and shows considerable promise. 


PAY IN THE SERVICES 
INCREASED rates of pay and allowances in each of the three 
Services for regulars of all ranks based on the United King- 
dom are to be introduced on April 5.2 The new basic rates for 
non-specialist medical officers are as follows: 


Rank Annual pay 

(£) 

Acting surgeon lieutenant/lieutenant/flying-officer 657 
Surgeon lieutenant/captain/flight-lieutenant . . 766-1058 
Surgeon lieutenant-commander/major/squadron-leader. . 1295-1569 

Surgeon a tere arte 

der ie - 1660-1934 
Surgeon captain /colonel/group-captain 2080-2244 


Surgeon captain after 8 years in the rank brigadier air 
commodore 2354 

Surgeon rear-admiral/major-general/air vice-marshal . 3029 

Surgeon vice-admiral/lieutenant-general/air marshal .. 3759 


REMUNERATION OF PUBLIC-HEALTH DOCTORS 

A CLAIM by the staff side of Committee C of the Medical 
Whitley Council for an increase in the remuneration of public- 
health doctors from Jan. 1, 1958, to take account of the rise 
in the cost of living since their salaries were last readjusted 
on April 1, 1956, was rejected by the management side at a 
meeting. of the committee on Feb. 11. The two sides have 
agreed to ask the Ministry of Labour and National Service 


1. McDermott, T. J. Electron. Engng, 1958, 30, 65 
2. —- Pay and Allowances. Cmd. 365. H.M. Stationery Office. 'Pp. 36. 
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to refer the difference to the Industrial Court for arbitration. 
The staff side informed the management side that a claim 
for a major reform of the remuneration structure of public- 
health doctors is being prepared and will be lodged with the 
management side later. 





University of Cambridge 


On Feb. 8 the degree of M.B. was conferred on the following: 
L. J. Chalstrey, J. A. Mathews (by proxy), R. S. O. Rees. 


University of London 

Dr. M. L. Thomson, senior lecturer at the London School 
of Hygiene and Tropical Medicine, has been appointed to the 
readership in applied physiology at the school. 

The title of professor has been conferred on Dr. George 
Brownlee of King’s College (pharmacology), Dr. William 
Robson of King’s College (biochemistry), and Dr. Miles 
Weatherall of the London Hospital Medical College (pharma- 
cology); and the title of reader on Dr. B. E. D. Cooke of Guy’s 
Hospital Medical School (dental medicine), Dr. Harry Harris 
of the London Hospital Medical College (biochemical 
genetics), and Dr. J. P. Quilliam of St. Bartholomew’s Hos- 
pital Medical College (pharmacology). 


On Jan. 29 the degree of M.D. was conferred on Allan Jacobs. 


University of Liverpool 
Dr. C. A. Clarke has been appointed to a readership in the 
department of medicine. 


Royal College of Surgeons of England 

At a meeting of the council on Feb. 13, with Sir James 
Paterson Ross, the president, in the chair, Mr. Hugh Reid and 
Mr. A. H. M. Siddons were elected and Prof. Victor Lambert 
was re-elected to the court of examiners. The Hallett prize 
was awarded to Dr. K. A. Butler. A diploma of fellowship 
was granted to N. R. Narayan, and diplomas of fellowship in 
the faculty of anesthetists to the following: 


E. J. D’Arcy, J. R. Cross, J. W. my Joan K. Perkins, A. F. Roper, 
R. M. McClelland, Shelagh Wimhurst, Brian Dawson, K. H. Oldfield, 
W. W. Jones, C. D. Linton, J. W. Mostert, D. L. Pryer, H. C. Newman, 
Pamela M. Paddock, R. G. Snow, V. A. Grimshaw, Brian Kay, A. S. Paton, 
Joseph Chari, E. R. Fawcett, D. J. Waters, Margot R. Craw, E. R. Lester. 


Licences to practise and the diplomas mentioned in our 
issue of Feb. 8 (p. 327) were conferred jointly with the Royal 
College of Physicians. 


Royal College of Physicians of Ireland 

At a meeting of the college on Feb. 7, with Dr. F. J. 
O’Donnell, the president, in the chair, Jerzy Jozef Biezenski 
and Patrick Donough Moylan were admitted to the member- 
ship. 
British Medical Association 


The annual meeting of the association will be held this year 
in Birmingham from July 10 to 18. 


Society of Apothecaries of London 

A course of twelve subscription lectures on advanced surgery 
will be given in the hall of the society, Blackfriars Lane, E.C.4, 
at 5 P.M. and 6.15 P.M. from March 27 to April 3. Further 
particulars may be had from the registrar of the society. 


Hugh Cairns Memorial Lecture 

On Friday, March 14, at 5 P.M. at the London Hospital, E.1, 
Sir Geoffrey Jefferson will give the first Cairns lecture to the 
Society of British Neurological Surgeons. He will speak on 
Sir Hugh Cairns. Tickets may be had from Mr. D. W. C. 
Northfield at the London Hospital. 


Ciba Foundation 

On Wednesday, March 5, at 5 P.M. at Manson House, 
26, Portland Place, London, W.1, Prof. Daniel Bovet will 
give the foundation’s annual lecture. His subject will be the 
experimental basis of neuroleptic and tranquillising therapy. 
Admission is by ticket only, obtainable free from the assistant 
secretary of the association, 41, Portland Place, W.1. 





Freezing and Drying 

The Institute of Biology is holding an international 
symposium on this subject in the Senate House, Malet Street, 
London, W.C.1, on April 1 and 2. Further particulars may be 
had from the general secretary of the Institute, 41, Queen’s 
Gate, S.W.7. 


Swiney Prize 

The next award of this prize will be made in January, 1959, 
for a work on medical jurisprudence. The prize (a cup and 
£100) is awarded by a joint committee of the Royal Society of 
Arts and the Royal College of Physicians of London. Further 
particulars may be had from the secretary of the society, 
John Adam Street, Adelphi, W.C.2. 


Radiation Hazards 

The Services group of the Society of Medical Officers of 
Health is to hold a course on this subject for 100 medical 
officers from April 10 to 11 in the library of the Royal 
Microscopical Society, Tavistock House South, London, 
W.C.1. The fee for the course is 4 guineas, and applications 
should be sent to the secretary of the society at Tavistock 
House South. 


World Health Organisation 

Dr. Constanin Vinokouroff, department chief at the Neuro- 
logical Institute of the U.S.S.R. Academy of Medical Sciences, 
has been appointed director of the Division of Therapeutic 
Substances at W.H.O. headquarters in succession to Dr. 
W. Aeg. Timmerman, who last year was appointed assistant 
director-general in charge of the Department of Central 
Technical Services. 


Hunterian Society 

With a record attendance of some 300, this society held its 
annual dinner on Feb. 13, which it regards as John Hunter’s 
birthday. ; 

Mr. Justice Upjohn, proposing its health, learnedly translated its 
motto, Ratio Societatis Vinculum, as “‘ Good-oh, we’ve got a strangle- 
hold on the people generally’. Following the English way of life, 
by which one has at the top someone who knows absolutely nothing 
and prefers not to learn, he himself was John Hunter’s lineal suc- 
cessor as chairman of St. George’s Hospital Medical School. 
Nevertheless he was appalled that so many members of the medical 
profession, overburdened and overworking, should apparently be 
obliged to attend so many committee meetings. He concluded with 
a tribute to the president, Mr. J. C. Ainsworth-Davis, by specialty 
“ a hewer of stone and a drawer of water ’’. 

Responding, the President described the year’s activities, including 
the “ popular meeting” at which Sir Francis Walshe and Lord 
Attlee opened a debate on whether a full-time State-controlled 
medical service is contrary to the best interests of the patient, and 
the assembly decided by 250 votes to 1 that it would be. Hunter 
(Mr. Ainsworth-Davis hoped) would be gratified to know that his 
memory is honoured in the society with sincerity and affection. 

* Sir Walter Fergusson Hannay, proposing The Lord Mayor and 
Corporation, said that the society’s founders used to meet in coffee- 
houses in the City, and it still holds its discussion meetings in 
taverns. It enjoyed its unique relations with the City, and the 
privilege by which the Hunterian oration is annually delivered in 
the Mansion House. The Lord Mayor (Sir Denis Truscott) spoke 
of his office and its insignia, including a badge made in 1799 which 
contained (he could tell the President) some very large stones of the 
finest water. 

Into his kindly speech on The Guests Lord Evans somehow 
managed to introduce a good deal about snakes and parasites. He 
described the Apothecaries Hall as the most delightful place in which 
to fail an examination; welcomed Mr. Dickson Wright particularly 
as president of several medical societies and—in masterly fashion—of 
the Harvey Tercentenary Congress; and said that whether British 
medicine is to thrive or even survive under the National Health 
Service depends on a sound position for the family doctor. Mr. 
Justice Stevenson, in reply, said he was glad that the wave of medical 
litigation has abated, and that one no longer sees doctors who conduct 
almost the whole of their practice in the witness-box. All the same, 
as a judge, he could not help greeting, as a breath of fresh air, any 
conflict of medical testimony. He was making diligent search for a 
psychiatrist who could resolve the frustration likely to be set up by 
listening in silence. 
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Fellowship of Postgraduate Medicine 

A course on rheumatic diseases will be held at the Rheuma- 
tism Unit, St. Stephen’s Hospital, Fulham Road, S.W.10, on 
March 15 and 16. Further particulars may be had from the 
registrar of the unit. 


Industrial Welfare Society 

This society is to hold a conference on industrial health at 
the Hotel Rembrandt, Thurloe Place, London, S.W.7, at 
10 A.M. on Thursday, March 13. The speakers will include 
Dr. T. O. Garland and Dr. F.H. Tyrer. Further details may 
be had from the Press officer of the society, 48, Bryanston 
Square, W.1. 


Cheadle Royal Hospital 

The Nuffield Provincial Hospitals Trust has made a grant 
of £7500, spread over three years towards setting up a sheltered 
workshop for long-stay patients with chronic psychotic illnesses, 
and a grant of £1500 for an investigation into the cost of 
mental illness. 


Hospital Sterilisation Procedures 

The Sheffield Regional Hospital Board is sponsoring a 
conference on this subject which is to be held at the University 
of Nottingham on April 2. The chair will be taken by Prof. 
C. P. Beattie, and the speakers will include Prof. J. W. Howie. 
The conference will be attended by surgeons, pathologists, 
pharmacists, group engineers, and group secretaries nominated 
by the hospital management committees in the region. 





An association of medical advisers to the pharmaceutical industry 
has been formed, which will discuss professional topics of common 
interest at the three or four meetings to be held each year. Dr. G. R. 
Fryers (Clifton House, Euston Road, London, N.W.1) is the hon. 
treasurer. 

The C.M.F/M.E.F. Physicians’ reunion dinner will be held at 
Simpson’s-in-the-Strand, London, W.C.2, on Saturday, April 26. 
Information may be had from Dr. A. Willcox, 59, Harley-street, W.1. 





Appointments 





BROWN, ROBERT, M.D. Edin., M.R.C.0.G.: consultant obstetrician and 
gynecologist, Tees-side and Cleveland groups of hospitals. 

“FERGUSON, R. S., M.D. Glasg., D.P.M.: consultant as and deputy 

ancaster Moor Hospi 

E., M.B.E., M.S. Lond., F.R.C.S.: consultant surgeon, United 
Bristol Hospitals. 

Levis, HILDA M., M.B. Lond., D.P.H.: assistant M.O., Macclesfield. 

Patey, D. &- re B.M. Oxon.: assistant M.O., Luton. 


PHILLIPs, C M.D. Aberd., F.R.C.S., D.P.H.; D.O.: consultant ophthalmic 
surgeon, Uni "Dated Bristol Hospitals and South-Western Regional 
ospi 


» tA 2, ma Lond., D.P.H., D.I.H., D.C.H., D.OBST.: senior M.O. for 
maternity and child welfare, Leicester 
SMEATON, W. G., M.B. St. And., D.P.H.: M.O.H., Peterborough. 


East Anglian —— Hospital Board: 

trar in plastic surgery, regional plastic 
nit, West Norwich Hospital. 
trar in chest medicine, Ipswich chest 


» Ipswich. 


Clinic and St. Helen’s ‘Hospi 
registrar in psychiatry, Suffolk Mental 


Westsury, D. G. A., M.B. Lond.: 
Hospitals. 


Leeds Regional Hospital Board : 

BerKIN, C. R., M.B. Leeds, F.R.C.S.: part-time c j in orthopedi 
surgery, Hull A and East Riding of Yorkshire hospital groups. 

Brissy, A. V. G., M.B. Cantab., M.R.C.O.G.: -time consultant in 
obstetrics and gynacology, East Riding of Yorkshire hospital group. 

Cowr, J. W., M.B. Edin., F.R.C.S., D.M.R.D.: part-time consultant in 
radiology, Hull area hospitals. 
we H., vg D. Leeds, D.P.M.: part-time consultant in child psychiatry, 





MacCurst F R *K., M.B. Aberd., M.R.C.P.: part-time consultant in geriatrics, 


Diary of the Week 





FEB. 23 TO MARCH 1 
Monday, 24th 
POSTGRADUATE MEDICAL SCHOOL, Ducane Road, W.12 : 
4 P.M. Dr. Lawson McDonald: Aspects of the Assessment for Cardiac 
Surgery. 
MANCHESTER MEDICAL SOCIETY 
9 P.M. cue School, Universit 
tr. M. T. Parker: Uses of a 
| LR, 


Tuesday, 25th 
awe, Society OF nee, 1, Wimpole Sam 
8p.m. Medicine. Dr. D. V. Hubble, Dr. R. E 
Skeletal Manifestations r” eral Di 
BRITISH POSTGRADUATE MEDICAL FEDERATION 
5.30 P.M. (London ‘ES on" and Tropical Medicine, Keppel 
Street, W.C.1.) Stuart-Harris: Adenoviruses and 
Respiratory Disease os Man. 
St. Mary’s HospiTaL MEDICAL SCHOOL, W.2 
5 p.m. Mr. A. J. Wrigley: ee 
INSTITUTE OF NEUROLOGY, Square. 
5.30 P.M. Prof. H. Bertha (Graz): ole te siete and Cerebral Circulation. 
INSTITUTE OF DERMATOLOGY, Lisle Street, W.C.2 
5.30 P.M. Dr. Brian Russell: Tuberculosis of the Skin. 
West pm HOSPITAL FOR NEUROLOGY AND NEUROSURGERY, 91, Dean Street, 


W.l 
5.30 p.m. Mr. Joseph Minton: Ocular Manifestations in Clinical Neuro- 
logy. (Second of two lectures.) 


Wednesday, 26th 
POSTGRADUATE MEDICAL SCHOOL - , 

2 P.M. Prof. J. H. Dible: Pathology of Lower Limb er 
INSTITUTE OF DISEASES OF THE CHEST, Brompton, S.W. 

5 p.m. Mr. T. wnuresntn — Surgery of Atrial od Defects. 
INSTITUTE OF DERMATOL 

5.30P.mM. Dr. R. W. Riddell : Recent Advances in the Study of Ringworm 

nfections. 


BRITISH ASSOCIATION OF SPORT AND MEDIC 
5.45 p.m. (St. George’s “a & S.W. L .y Mr. Harold Abrahams: The 
Photo Finish. Mr. W. E. Tucker: Treatment of Sports Injuries. 


Royal FACULTY OF PHYSICIANS AND SURGEONS OF GLASGOW, 242, St. 


Vincent Street, Glasgow 
5 p.m. Dr. Jan Brod (Prague): Hamod ic Aspects of Hypertension 
(Burns lecture.) 


in Relation to the Pathogenesis of the Disease. 


Thursday, 27th 


University CoLLece, Gower A se: W.C.l 
5 P.M. Biochemistry. Dr. F, H. C, Crick: The + fees Acids—Specula- 


tion and Prospects. Cae of bead ac 
BRITISH POSTGRADUATE MEDICAL FEDERATI 
5.30 p.M. (London School of Hygiene ree Tropical Medicine.) Prof. 
G. W. A. Dick: oho egg 
INSTITUTE OF DERMATO! 
5.30 p.m. Dr. P. F. y-* Nodular Conditions of the Legs. 
LiveRPOOL MEDICAL INSTITUTION, 114, Mount Pleasant, Liv l, 3 
8 P.M. Miss Isabella Forshall: Affections of the Genital Tract in the 
Female Child. 


UNIVERSITY OF ST. ANDREWS, Queen’s College, Dundee 
5 p.m. Dr. W. W. Park: Significance of Sex Chromatin. 


of Manchester.) General Practice. 
cteriological Laboratory to General 


W.l 
. Steiner, Dr. H. A. Sissons: 


Friday, 28th 
UNIVERSITY OF LONDO 
5.30 P.M. pone eg School of H ¢ and Tro = Medicine.) Sir 
Arterial Wall to Injury. 


Howard Florey: Reaction 0: 
Roya Society OF MEDICINE 
3 P.M. wer ty (Hospital for Sick Children, Great Ormond Street, 


C.1.) Demonstrations 
5 P.M. yy Bernard Schlesinger, Dr. John Platt: Follow-up of Ulcerative 


necology. Mr. Malcolm Donaldson, Dr. John 


8.15 P.M. Obstetrics and 
urgar: Early Diagnosis and Cancer Education 


Burton, Mr. Ne J. 
of the Publi 
POSTGRADUATE ponent SCHOOL 
10 a.M. Mr. +x Levi: Abdominal Pain in Children. 
4P.M. Dr. J. F. Goodwin: Peripheral Vascular Disease. 
MEDICAL SocisTy FOR THE STUDY OF VENEREAL DisEASES, 11, Chandos 
Street, W.1 
7.0 P.M. Dr. S. M. Laird: Figures and Fancies (Presidential address). 
BriTIsH TUBERCULOSIS IATION 
4.30 P.M. (26, Po: Place, W.1.) Dr. Philip Evans, Mr. Charles 
Keogh: The Chesty Child. 


PLYMOUTH MEDICAL SOCIETY 
8.30 P.M. (Freedom Fields.) Sir Cecil Wakeley: Aspects of Malignant 
Disease. 





Bradfor 

NEVILLE- Surtn, C. H., 8.M. Oxon., D.C.H., D.P.M.: part-time } 
in child as ', York and ‘Scarborough. 

Whip, A. A., M.B. D.M.R.D.: -time consultant in radiology, 
Scarborough, Brida, on, and Malton. 

WILKINSON, N. V., M.B. Durh., D.P.M.: assistant psychiatrist (S.H.M.O.), 
Clifton Hospital, York, and associated clinics. 


Liverpool Regional Hospital Board : 


Kamen §, Rt aan ay l, M.R.C.P., D.C.H.: part-time peediatrician, Alder 


Hey C lospital. 
» M.B. Birm., D.P.M.: assistant psychiatrist, Rainhill 


ORSTER, R. V., 
E.N.T. surgeon, Southport Promenade 
* Amended note. 


M.B. Lpool, F.R.C.S., D.L.O.: part-time consultant 
Hospital. 


Births, Marriages, and Deaths 


BIRTHS 


Rosz.—On Jan. 15, to Flora Rose (formerly Macdonald), M.B., and B. 
‘Rose, M.R.C.P., of Rotorua, New Zealand—a brother for James a 


Timothy, Toby Francis. 
DEATHS 


(CKFORD.—On Feb. 9, Dr. Nicholas Seymour 
neoed 83, onl — child of the late J. 
Bickington, 





Ret, of Wimbledon, 
. Bickford, J.P., of 
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an improved form of 


ORAL IRON THERAPY 


ae 


SYTRON* a new Parke-Davis product, is a cherry- 
flavoured syrup containing, in two teaspoonfuls, 
the equivalent of 55 mg. of iron.t Because the iron 


is present as an organic complex, Sytron has 


Available in bottles o 
the following advantages 


4, 16 and 8o fl. ozs. 
Sia ie ® It is palatable and entirely 
(two teaspoonfuls) acceptable to children and adults 
380 mg. sodium ironedetate. a It has no astringent taste 
® It does not discolour the teeth 
® In the recommended dosage gastro- 
intestinal irritation seldom occurs 


SYTRON 
is indicated in all forms of anemia due to iron deficiency. Clinical 
studies show that it produces an excellent response, as measured by 


reticulocytosis and hemoglobin regeneration. © TRADE MARK 


C®wn 


van® 


‘tes* PARKE, DAVIS & COMPANY LTD (inc. U.S.A) * HOUNSLOW * MIDDLESEX - Tel: HOUnslow 2361 
920 
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. . and it is this dual effect, this power to control local 
infection and stimulate the growth of new tissue which, 
more than anything else, characterises Cicatrin. Moreover, 
Cicatrin, containing as it does bacitracin and neomycin 
(the combined effect of which is bactericidal and bacterio- 
static), renders unnecessary the use of antibiotics more 
valuable in systemic use. At the same time Cicatrin is 
effective against most pathogens including those resistant 
to penicillin and other antibiotics. One of the very great 
advantages of Cicatrin is its convenience in emergencies and 


in the smaller 


CICATRIN 


amino acid antibiotic therapy 


Each gramme contains 1-Cystine 
Neomycin Sulphate 5mg dl-threonine 
Zinc Bacitracin 250 units Glycine 
POWDER: 15 gramme Sprinkler 
CREAM: 15 gramme Tube 


CALMIC LIMITED 


Crewe: Crewe 3251-5 


London: 2 Mansfield Street - W1 - Langham 8038-9 
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Better relief for arthritics—minimum side effects 





In salicylate therapy BUFFERIN (Antacid Analgesic) has these two 
special advantages. It is faster-acting — twice as fast as ordipary 
aspirin. It is better tolerated — even in large doses, as for arthritis. 
According to a British survey, as many as 42% of arthritics are 
intolerant to aspirin. And in a blind trial among arthritics with a 
proved intolerance to aspirin, 70% had no gastric symptoms after 
taking large doses of BUFFERIN over periods of 4 to 16 months. (1). 
In clinical tests, it was shown that BUFFERIN raises the salicylate 
blood level of humans more than 20% higher in ten minutes than 
ordinary aspirin does in twenty minutes. 
Hence the importance of BUFFERIN in all salicylate therapy. Only 
BUFFERIN contains the antacid agents which :— 
* reduce gastric upset to a negligible minimum (2), (3); 
* actually speed the pain-relieving ingredient into the blood- 
stream (4), (5). 


IT ACTS FASTER. IT IS BETTER TOLERATED. IT CONTAINS NO SODIUM. 


1 (Bufferin in the Management of Rheumatoid 
Arthritis, ¥.A.M.A. 158:386 (Fune 4) 1955.) 


2 (The Neutralization of Gastric Acidity with Basic 
Aluminium Am#moacetate, ¥. Pharmacol. and Expera 
Therap. 82:247 (Nov.) 1944.) 

3 (In Vitro Differences Between Dihydroxy Aluminium 


Aminoacetate and Dried Aluminium Hydroxide Gel, 
J. Am. Pharm, Assoc., Sc. Ed. 41:361 (July) 1952.) 

4 (Effect of Buffering Agents on Absorption of 
Acetylsalicylic Acid, ¥. Am. Pharm. Assoc., Sc. Ed. 
39:41 (Fan.) 1950.) 

5 (The Pharmacologic Principles of Medical Practice, 
ed. 3, Balto., The Williams & Wilkins Company, 
1954, DP» $93+) 

Formula: Acetylsalicylic Acid 5 gr: Aluminium 
Glycinate 3 gr: Magnesium Carbonate 1} gr. 


BUFFERIN HAS NO EQUIVALENT IN THE B.P. OR NATIONAL FORMULARY. 


BUFFERIN 


is the trade mark of the Bristol-Myers Co. Ltd., London and New York. 


Sole distributors in U.K.: J. C. Gambles & Co. Ltd., 209-215 Blackfriars Road, London, S.E.1. 
Bufferin is now available in the Irish Republic —sole distributors: Messrs. Fasset & Johnson (Ireland) Ltd., 6-7 Crow Street, Dublin. 


Please write for free samples to: BRISTOL-MYERS COMPANY LTD., 209-215 BLACKFRIARS ROAD, LONDON, S.E.I. 
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living in 


GERIATRIC 


40 





Which factors do most to influence the elderly patient's 
outlook on life : 


being ranks high on the list. 


2 


Without question, nutritional well- 


That .is why GevrRac* 


Geriatric’ Vitamin-Mineral Supplement can do so 


much to give your older patients a healthy zest for the 


days ahead — rather than a wistful yearning for years 


gone by. Designed to make good the dietary short- 


comings so common in those past middle life, Gevrat 


provides those factors that make for healthy metabolism 


and enhanced resistance to disease. The dosage could 


scarcely be simpler 


just one capsule, once a day. 





or looking to thee FUTURE? 


GEVRA L 


. 
REGO. TRADEMARK 


VITAMIN-MINERAL 


Each capsule contains: 


Vitamin A 


Vitamin D (Viosterol) .. 


Vitamin By, .. 


Thiamine mononitrate ... 


Riboflavine (B,) 
Niacinamide 


Folie Acid 


Purified intrinsic factor 


concentrate 


LEDERLE LABORATORIES DIVISION Cyanamid or GREAT BRITAIN LTD., London, WC.2 


5,000 1.U. 
500 1.U. 

. 1 microgram. 
5 mg. 
5 mg. 
15 mg. 
1 mg. 


. 05 mg 


SUPPLEMENT. 


Calcium pantothenate .. 
Choline dihydrogen citrate 
Inositol i. de 
Ascorbic Acid (C).. 
Vitamin E , 
Rutin... 

Pyridoxine HCl (B,) 
Tron (As FeSO, 

lodine (As KI) 


In bottles of 30 capsules. 


5 mg. 
100 mg. 
50 mg. 


50 mg. 
10 Umts 
25 mg. 
0.5 mg 
10 mg. 
0.5 mg. 


Calcium (As CaHPO,) 


Phosphorus (As CaHPO,) ... 


Boron (As Na,B,O7IOH,0) 
Copper (As CuO) 
Manganese (As MnO, ) 
Fluorine (As CaF, ) 
Magnesium (As MgO) 
Potassium (As K,SO4) 

Rine (As ZnO) 
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Bellergal tablets 

were carried 

to the summit of Everest 

by the members of 

the 1956 Swiss Expedition 
and widely used to counteract 
the psychosomatic effects 


of stress at high altitudes. 


Belliergal 
BY SANDOZ 


is effective at all levels (central, 
sympathetic, parasympathetic ) 
in the symptomatic treatment 
of a wide variety 


of psychosomatic disorders. 


0.1 mg. total alkaloids of belladonna 
0.3 mg. Ergotamine Tartrate B.P. 
20 mg. Phenobarbitone B.P. 





Original Everest Expedition photograph 
kindly supplied by the 
Swiss Foundation for Alpine Research 


Sandoz Products Limited 


London, W.1 
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A NEW APPROACH TO WOUND HEALING 


The use of STABILIZED TRYPSIN 


in the treatment of 


ABRASIONS 





IT HAS LONG BEEN KNOWN that 
the proteolytic enzyme Trypsin could 
resolve necrotic tissue and was in 
theory an ideal physiological agent for 
the treatment of infected wounds. Its 
instability has, however, until recently 
precluded its use for this purpose. 
Lloyd-Hamol of London and Zurich 
have now succeeded in producing a 
cream, Biotrase, in which trypsin re- 
mains physiologically active for over 
a year. 


Biotrase also contains two new anti- 
septic agents, both of which are active 
against a wide range of gram-positive 
and gram-negative pathogenic or- 
ganisms. 

Biotrase digests purulent matter and 
leaves a clean granulating surface. It 
does not attack vital tissues. 


Samples and 
literature 
gladly sent 
on request 


LLOYD-HAMOL LIMITED, 11 
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Rainer 7 


Biotrase may be used wherever there is 
an infected—or potentially infected— 
breach of surface of the skin. Common 
conditions for its use include the fol- 
lowing: Wounds, second and third 
degree burns; infected and necrotic 
skin conditions, including pyodermias ; 
boils and carbuncles (following incis- 
ion); all types of ulcers. Biotrase has 
been found most useful in the treat- 
ment of varicose ulcers, providing 
these are not surrounded with avas- 








Indications for use 


cular tissue and not of long duration. 


Biotrase can be prescribed on Form 
E.C.10. 


Biotrase is in 35 gram tubes at a 
basic N.H.S. price of 3/9d. 


Biotrase contains: Trypsin pur. 
0.16% : Calcium N-Hydroxymethyl- 
glutamate 5.00%; 2.2!-Thiobis-(4,6- 
dichlorophenol) 0.50% in Polyethyl- 
ene glycol. 


‘BIOTRASE’ is a 
registered trade mark 
of Lloyd-Hamol Ltd. 


WATERLOO PLACE, LONDON, S.W.1 
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balanced 
vitamin intake 


with a single 
daily dose 





ABIDEC* DROPS provide in an easily administered 
single daily dose (infants 0.3ml., older children 0.6ml.) 
a comprehensive daily vitamin supply during infancy 
and childhood. Abidec drops are miscible with milk 
and fruit juices and can be administered by feeding- 
bottle without clogging the teat or separating out. 
This preparation provides vitamins A and D with 
vitamin C and members of the vitamin B complex, 

in proportions recommended by the Nutrition 
Committee of the B.M.A. (1950). 


ABIDEC CAPSULES, administered in one daily dose 
of one capsule, contain the same vitamins but in 
proportions designed for older children and adults, 


particularly during those periods when requirements 
DROPS in bottles of 10m. and are above normal or intake deficient. 
50m]. each with marked dropper. 


CAPSULES in bottles of 30 and 250 


* Trade Mark 


Can 


van? 


, 
‘ 

‘ 
Yen? 

PARKE, DAVIS & COMPANY LIMITED (Inc. U.S.A) HOUNSLOW, MIDDLESEX. Telephone: Hounslow 2361 
66 
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Cuts plaster 
but it won't cut skin 





This Desoutter instrument 
was developed specially to 

make the removal of surgical 

plasters a fast and safe operation — 

safe for both patient and operator. The 
circular saw does not rotate, it oscillates through 
an arc only a few degrees wide at about 18,000 

strokes per minute. This ultra rapid short stroke move- 

ment will not- cut when it is in contact with mobile skin or 
But when up against hard materials like plaster it 


soft material. 
is an extremely efficient cutter. Please write for the leaflet which 


explains the method of use. 


esoutter CAST GUTTER 


Desoutter Bros., Ltd., The Hyde, Hendon, London, N.W.9. Telephone : Colindale 6346 (5lines). Telegrams : Despnuco, Hyde, London 
CRCI§M. 
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A Tyzanol spray bottle slips easily into a 
waistcoat pocket or a handbag, into a desk drawer 
or the side pocket of a car. In fact it can be 
carried — and used — almost anywhere, without 
the acrobatics needed to ensure correct instillation 
of nasal drops. The tip of the bottle is inserted 
into the nostril, the bottle is squeezed once or 


twice, and a fine spray of this uniquely effective 


PFIZER PHARMACEUTICALS 
Manufactured at Sandwich and processed at 
Folkestone, Kent 


* Registered Trade Mark 











decongestant fills the nasal cavity. Relief is almost 
immediate and normal drainage is quickly restored. 
There is no stinging, no burning, and no rebound 
congestion. Tyzanol offers relief—and nothing but 
relief—in the simplest and most convenient form. 

Tyzanol is available in plastic bottles containing 


15 ac. 0.1% tetrahydrozoline hydrochloride. 





brand of tetrahydrozoline hydrochloride 


CONVENIENT AND UNIQUELY 
EFFECTIVE NASAL DECONGESTANT 
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“Im actually enjoying this soft diet, doctor!” 
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A REALLY INVITING SOFT DIET MENU! 
Egg poached in Heinz Strained Tomato Soup to 
begin with. And for the second course, Heinz 
Strained Apricots set into a mould with gelatine. 
Enough to make the most finicky patient’s mouth 
water! 

















Few patients like the idea of a soft 
diet. But you’ll find they do cheer up 
and take an interest when you tell them 
about Heinz Strained Foods. 


These ready-to-serve, appetizing 
foods contain no spices or strong- 
flavoured seasonings. They are just 
freshly gathered fruits and vegetables, 
and choice meats, cooked to retain 
the maximum flavour and nutritional 
values. In fact the scientific care that 
goes into them makes them better than 
most home-prepared diets. The exact 
nutritional values of eagh variety of 
Heinz Strained Foods are set out in a 
special booklet. Please write for a free 
copy. 

Here are 20 varieties from which 
Soft Diets can be planned: 


Beef Broth with Beef and Barley 
Beef and Liver Soup 
Bone and Vegetable Broth 
Chicken Broth with 

Vegetables and Cereal 
Tomato Soup - Vegetable Soup 
Beetroot - Carrots - Green Beans 
Peas - Creamed Spinach - Apples 
Apple, Prune and Custard 
Egg Custard with Rice 
Plums with Semolina 
Prunes with Cereal 
Creamed Cereal 
Apricots with Rice 
Chocolate Pudding 
Pineapples with Rice 


For hospital use, Heinz Strained Foods 
are obtainable from the usual suppliers, 
or direct from H. J. Heinz Company 
Ltd., Harlesden, London N.W.10. 


“HEINZ 
Strained Foods 


make a soft diet interesting 
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RS introducing 

— > 

= 

= ASTHMA 23-D 
- Anti-Asthmatic Tablets 





CONTAINING A NEW POTENT 
ANTI-INFLAMMATORY AGENT 


Sodium Caffeine-a-naphthyl Acetate 1a 


eeeee 
(Pat. applied for) 





This new substance rapidly reduces formalin-induced oedema 
to normal. It appears that it is this property which quickly 
terminates the acute attack and prevents the development of 
tolerance for upwards of two years. Asthma 23-D will be 
found equally valuable in the treatment of acute 








Each 500 mg. Tablet contains . : . @« 
neh: ate Sian CS and chronic cases with or without emphysema. #X\. P, 
tonie Addis naphthyl Acetate 17.5 mg. Samples for clinical trial will be gladly sent on au NP 
inflammatbry agent Ephedrine HC! B.P. 5 mg. request. wr Wea 
Broncho-dilators Theophylline B.P. 25 mg. Ol ie 
Meer Dried Extract of ’ 
Plain Muscle Belladonna B.P. 7.5mg. ‘Made by CARNEGIES of Welwyn Ltd. 
Relaxant Papaverine HC! B.P. 5 mg. : . 
aaniaseiec ena ae Sen Manufacturers of fine chemicals. Established 1911 
Pr tation: Sole Distributors in the United Kingdom 
Tubite ef 30 cabbies SAVORY & MOORE LIMITED “TREE OF LIFE’ 
Prescribable on Form E.C.10 ; 60-61, WELBECK STREET, LONDON, W.1 necte [RON MARK 











goer ae pavacol 












r 
| TRADE MARK 
: PAPAVERINE CODEINE COUGH SYRUP 
| , 
| Pavacol combines the antispasmodic Adaprin tablets, containing acetomenaph- 
| papaverine and the sedative codeine with thone and nicotinamide, relieve chilblains 
| mild expectorants and demulcents. Well without the -unpleasant side-effects asso- 
tolerated by children and adults for all ciated with the rapid vaso-dilatation of 
types of coughs, particularly when asso- nicotinic acid. 
ciated with bronchitis, influenza and Treatment—2 tablets 3 times daily. 
whooping cough. Prevention—2-3 tablets daily. 
| Literature and professional samples available on request. 
| 
a7 
: adaprin 
Pasi sei se rm wee’ eel i ss 

TRADE MARK 





TABLETS FOR CHILBLAINS 









3g, WARD, BLENKINSOP & COMPANY, LIMITED 
F 3 YORK HOUSE, 37, QUEEN SQUARE, LONDON, W.C.1. 


Telephone : HOLborn 5992/6 (5 lines.) Telegrams : Duochem, Westcent, London 
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LUXURY HOLIDAYS 
IN ITALY & SPAIN 


at unusually low prices! 


SPAIN 


Spend one week at Lloret de Mar on the Costa 
Brava plus a week at San Hilario Sacalm in the 
Pyrenees. The cost, including rail travel and accom- 
modation in exclusive hotels, is only 49 gns. 

You can fly by Viscount 800 for 59 gns. 


ITALY 


2 weeks at Forte dei Marmi on the fashionable 
Mediterranean Riviera. Staying at the luxurious 
Grand Hotel, dancing, swimming, boating, optional 
trips to nearby Pisa, Florence and other historic 
cities make this a holiday you'll never forget! 53 gns. 
including air travel. 


SEND FOR ILLUSTRATED BROCHURE TODAY. 





INTER-TOURS LTD., 
64-66 New Oxford Street, London, W.C.1. 


(LAt.) 





































THE WELL-KNOWN ANTISEPTIC 
AGAINST 
GRAM-NEGATIVE ORGANISMS 

















NIPA 
LABORATORIES 


LimMIireo 
TREFOREST INDUSTRIAL ESTATE Wer 














CARDIFF 


TREF 





Sole Distributors for the United Kingdom 
SAMUELSON & CO 
» CRUTCHED FRIARS, LONDON, E.C.3 
Telephone : ROYAL 2117/8 






























ONS 
Mas cura 
la dieta 


que la lanceta 


A good diet cures more 
than the lancet. 
(Spanish Proverb) 


INCE weall suffer at some time, many 

of us all the time, from such culinary 
curses of the age as harmful food pro- 
cessing—days-old vegetables—an emascu- 
lated loaf—Supavite is good for everyone. 
But over and above that basic truism 
you will know many categories among 
your patients for whom a food supple- 
ment of the calibre and comprehensive- 
ness of Supavite is more than good—is 
maybe vital. Old people with inadequate 
shopping and cooking facilities, women 
in pregnancy and lactation, men under- 
going heavy physical stress, convalescents, 
patients who have no appetite or must 
diet, ailing children—Supavite is their 
manna in the wilderness. Any clinical or 
sub-clinical state involving (or likely to 
lead to) mild vitamin deficiency is a cry 
for Supavite, which contains not only the 
essential vitamins but also the trace- 
elements necessary both in themselves 
and for proper utilization of the vitamins. 


SUPAVITE 


VITAMIN TRACE-ELEMENT CAPSULES 


YS 


FORMULA 
Each ORANGE Capewle contains : Each BLACK Capeule contains : 
Vitamin A . 6000LU.s VitaminB, .. .. .. Sue. 
Vitamin D 1,000 LU.s (Cenc. Buin. extegl. 04.) 
Vitamin O . -- 25mg. Manganese co es of OG 
Riboflavine (Bs) .. .. 2 mg. ee ee eae 8s 
Nicotinamide .. .. -. 15 MS. (Perr, Suiph. Ezsic. og.) 
Vitamin E Tee ee) lO ll lee 
(d.1. alpha tocopheryl acetate equiv.) (Cale. lod. eq.) 


THE ANGIER CHEMICAL CO. Proprietors: BRISTOL-M Y ERS CO.LTD.,LONDON,S.B.1 


YS 
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In <“\\ Convalescence 
> after Influenza 


FORMULA 
Vitamin B, (Aneurin Hyd. B.P.) 1 mg. (320 units) 
Strychnin. Hyd. B.P. : ; . 1-100 gr. 
Caffein B.P. P } , “ $ gr. 
Compound Infusion of Gentian B.P. . 40 Mm. 
Sodium Acid Phosphate B.P. . ; I gr. 


in each two fluid drachms 


A most effective tonic, ANEURONE, is 
expressly formulated to assist nutrition, 
and rapidly improve the general tone of 
the system. The tonic properties of 
strychnine and caffeine are enhanced by 
the addition of Vitamin B, and Gentian, 
which promote the return of appetite 
and assist digestion. 


, pgp EA Adults: Two teaspoonfuls three times a day, in a little water, 10 
7HBA4Ayl Za minutes before meals. Children: According to age. 
‘ Packings—16 oz. and 80 oz. bottles. 


Professional samples available on request. 


—— PHILIP HARRIS LTD —— 


144 Edmund Street, Birmingham, 3 
Telephone: Central 4211 (5 lines). Telegrams: ‘‘Science, Birmingham’’ 








Leukzmatous and Venous ulcer 
of the leg, treated by 
LESTREFLEX STRAPPING 


The diagram on the left 
shows the case of an ulcer 
54” x 94° treated with compres- 
sion bandaging by Lestreflex 
Diachylon. 


Healing took 7 months. 


The photograph shows a sound 
scar seen 14 months later. 










The pressure bandaging was 
maintained for 1 year, changed 
every 6 to 7 weeks. 


Use Dalzoband Zinc Paste ban- 
dage as an under-cover for 
sensitive skins. 


For pressure therapy in con- 
nection with the treatment of 
Varicose Veins, Dalzofoam is 
recommended. 


LEST REFLEX 


DIACHYLON 


BANDAGE 


Send for samples and further 
details to the manufacturers :— 
DALMAS LTD + JSUNItOR STREET - RHRKEVPCHESTER 
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ST. ANDREW’S HOSPITAL 


FOR NERVOUS AND 
MENTAL DISORDERS 


NORTHAMPTON 


PRESIDENT: THE EARL SPENCER 


MEDICAL SUPERINTENDENT: THOMAS TENNENT, M.D., 


This Registered Hospital is situated in 130 acres of park and pleasure grounds. 
incipient mental disorders or who wish to prevent recurrent attacks of mental trouble; 
biochemical, 

in the Hospital or in one of the numerous villas in the grounds of the various branches 


of both sexes are received for treatment. Careful clinical, 
rooms with special nurses, male or female, 


can be provided. 


D.P.H., D.P.M. 


Voluntary patients, who are suffering from 
temporary patients, and certified patients 
and pathological examinations. Private 


F.R.C.P., 


bacteriological, 


WANTAGE HOUSE. This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be 


admitted. 
the most modern methods; 
bacteriological, and pathological research. 


insulin treatment is available 


and farm of 650 acres. Milk, meat, fruit, 
Moulton Park. 
farming, gardening, and fruit growing. 

BRYN-Y-NEUADD HALL. The seaside home of St. 
Llanfairfechan, amidst the finest scenery in North Wales. 
boundary. 
house on the seashore. There is trout-fishing in the park. 


For terms and further particulars apply to the Medical Superintendent 


can be seen in London by appointment. 


It is equipped with all the apparatus for the complete investigation and treatment of Mental and Nervous Disorders b 
for suitable cases. 

Psychotherapeutic treatment is employed when indicated. 

MOULTON PARK. Two miles from the Main Hospital there are several branch establishments and villas situated in a 

and vegetables are supplied to the 

Occupational therapy is a feature of this branch, and patients are given every facility for occupying themselves in 


It also contains Laboratories for biochemical, 


ark 
Hospital from the farm, gardens, and orchards of 


Andrew's Hospital is beautifully situated in a park of 330 acres, at 
On the North- 
Patients may visit this branch for a short seaside change or for longer periods. 


Vest side of the Estate a mile of sea coast forms the 
The Hospital has its own private bathing 


(TELEPHONE: Northampton 4354, 3 lines), who 





CLIFFDEN, TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care * 


A well-appointed House with spacious balconies and extensive views of the South Devon Coast. 
In the same grounds, ROWDENS, a camfortable house with lovely views. 


Beautiful garden and own dairy in 35 acres 
Private road to the beach 


There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, 1100 ft. up for bracing moorland air 


Resident Physicians—BERTHA M. MULES, M.D., B.S. 


ANNE S. MULES, M.R.C.S., L.R.C.P. 


Telephones—TEIGNMOUTH 289 and 537 





CHISWICK HOUSE 


PINNER, MIDDLESEX 
Telephone: PINNER 234 


A private Nursing Home for patients suffering from all forms of 
Nervous and Psychological illness. Forty-four patients of both sexes. A 
certain number of elderly patients received. All modern forms of treat- 
ment. Psychotherapy, Electroplexy, Modified Insulin, etc. Two country 
houses in adjoining grounds of 5 and 6 acres each respectively, 12 miles 
north-west of London. Frequent trains Baker Street Station to Pinner. 
One-quarter of a mile from Pinner Station. 


Apply to the Medical Director, DOUGLAS MACAULAY, M.D., 


HEIGHAM HALL, NORWICH 


PRIVATE MENTAL HOME for Nervous and Mental iliness. All types 
of treatment carried out. Accommodation for Alcoholics and Addicts 
available. Special Geriatric Unit now open. Fees from 7 gns. per week 


D.P.M. 


upwards according to requirements. 
Apply to Dr. J. A. SMALL 


Telephone: Norwich 20080 








BOWDEN HOUSE 


HARROW-ON-THE-HILL, MIDDLESEX 
Established in 1911 Tel.: BYRon 1011 & 4772 
(Incorporated Association not carried on for profit) 

A private clinic for the treatment of the neuroses and nervous 
disorders by psychotherapy and all modern physical therapies. 

Apply: MEDICAL DIRECTOR 


SPRINGFIELD HOUSE 


Phone: BEDFORD 3417 Near BEDFORD 
for MENTAL CASES (including the aged) 


Fees from Ten Guineas per week 
1 2 forms of admission, &c., apply to the Resident Physician 
Crepric W. BOWER. 
INTERVIEWS IN LONDON BY APPOINTMENT. 


THE MEDICAL PROTECTION SOCIETY .umirep 


Over 60 years experience in medical defence and protection 
Complete Indemnity granted to members in cases undertaken on th ‘r behalf 
ANNUAL SUBSCRIPTION: 41 for first three years for newly qualified entrants and £2 thereafter 


Full particulars from the Secretary (Dr. Alistair French), Victory House, Leicester Sq., W.C.2. Gerrard 4553 and 4814 


















Vacancies 
ACADEMIC AND EDUCATIONAL Page | York. County, City, Military & Ful- Slough. Upton. Locum Sr. H.0O. .. 61 
SECTION 52 ford. Sr. H. 62 | Stockton Thornaby. Locum Sr. 83 
" U.S.A. University of Minnesota Med. O. .. oe se os 
keer ate wang Sy Pay “a Center. Residencies 63 | Swindon & Dist. H.M.C. Sr. H.O. 62 
irmingham R.H.B. Asst. Sr. M.O... CARDIOLOGY AND TUBERCULOSIS 
ANASTHETICS National Heart, W.1. P.-t. Asst.Cons. 52 8.W.3. H.O.’s .. 54 
London, E.1, & North East Met. CASUALTY E. La uk 54 
R.H.B. Sr. Reg. .. .. 541] Hackney, E.9. H.O. 54 Gen., W.9. Sr. H.O 55 
North East Met. R.H.B. Regs. 55 | Hampstead Gen., N. W.3. Sr. H.O. 54 Group H.M.C. Reg. 55 
North Middlesex, N.18. H.O.. 55 | Poplar, E.14. Sr. H.O ‘ 55 R. eg. 56 
Hg James’, 8.W.12. Sr. H.O. 55 | Whittington, N.19. Sr. H.0. 56 Northern Group of Hosps. 
Peter's, St. Paul’s & St. ‘Philip's 8, Brighton. Royal Sussex County. H. O. 57 .. ae oe 
we 43.2, Reg... 55 | Bury St. Edmunds. West —_— H Norfolk. ‘Kelling. Sr. H.O. 58 
Birmingham R.H.B. Reg 56 Gen. Jr. H.M.Q. .. 57 | Leeds R.H.B. Reg. 59 
Canterbury & Isle of Thanet ‘AM.C. Carshalton. St. Helier. Sr. H.O. .. 57 | Leicester a Hosp. x Chest 
rier ‘ons. shire. H.M.O. 53 | ¢ oer Group H.M. c Sr. H.O... pa Unit. Reg. 59 
Carluke anarks * gos Loc um Newcastle Gen. Sr. H. a6 es ( 
; - DERMATOLOGY 
Sr. H.O. or Jr. H.W _ 57 | Newport, I1.W. St. Mary’ s. Sr. H.O. 60 > or 
Leeds R.H.B. eg. 59 | Nottingham Gen. Sr. H.O. .. 60 | King’s ¢ college Hosp., S.E.5. Sr. Reg. 55 
Newcastle R.H.B. Cons. 52 | Plymouth. South Devon & East Corn- EAR, NOSE AND THROAT 
Nottingham City. Sr. H.O. . 60 wall. Sr. H.O.’s ; 60 | North West Met. R.H.B. P.-t. Cons.. 53 
Slough. Upton. Reg. .. 61 | Richmond, Surrey. Royal. ‘sr. H.O. 61 ~~ National T.N. & E., W. Sr. 
Scotland. North- Eastern R.H.B. Sr. Rochester, Kent. St. Bartholomew’s. H.O oo OO 
H.M.O sae ee H.O “fh % 3) Gate ‘anterbury. Kent & ¢ Canterbury. Sr. 
West Cumberland H.M.C. Jr. H.M.O. 62 Sheffield R.H.B. Sr. Casualty Officer 53 H.¢ bins 
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Derby. Derbyshire Royal Infy. Reg. 

Ipswich & East ——wy S O. 

Leeds United Hosps. . H.O. 

Southend-on-Sea. Ge he Locum Re “. 
or Sr. H.0. .. 

Taunton & Somerset. H.O 

Wolverhampton. Royal. P re -reg. H.O. 


GERIATRICS 

St. Matthew's, N.1. Sr. H.O. 

Whitting ton, N.19. H.O ‘ 

Ashton, Hyde & Glossop H.M.C. Sr. 
H.O. he 

Colchester Group H.M.C. Sr. H.0. .. 

Dunde®. Maryfield. Sr. H.O. & H.O. 

Orpington, Kent. Sr. H.O. .. .4 

Scotland. Eastern R.H.B. Sr. Reg. 


INFECTIOUS DISEASES 
Plymouth. Scott Isolation. Jr. H.M.O. 


MEDICINE 
Bethnal Green, E.2. Pre-reg. H.O. 
Chingford, E.4. Sr. H.O. : , 
Hammersmith Hosp. & P.G. Med 
School, W.12. H.0O.’s pe 
Hosp. of St. John & St. Elizabeth, 
N.W.8. P.-t. Reg. . x . 
Royal Free, W.C.1. Sr. Lk ae 
St. Leonard’s, N.1. H.O. 
St. Stephen’s, S.W.10. H.O 
Whittington, N.19. H.O.’s . 40 
Bishop’s Stortford. Herts & Essex 
Gen. Pre-reg. H.O. Ss +3 
Blackburn. Queen’s Park. Sr. H.0... 
Brighton. Royal Sussex County. 
Pre-reg. H.O. re ‘ as 
Bury St. Edmunds. West Suffolk 
Gen. Locum H.O. .. es 
Enfield. Chase Farm. Sr. H.O. 
Enfield. War Men’. Sr. H.O... 
Farnborough, Kent. H.0O. 
Hillingdon, Middx. H.0O.’s 
Hove Gen. Pre-reg. H.O. ’ oe 
gppeenene Royal Infy. Pre-reg. 


H.¢ - 
Keighley & Dist. Victoria. H.O. 
Leeds R.H.B. Reg. . - 
Leeds United Senge. sr. H.O. 
Llianelly. é 
Macclesfield. ar. H.O. & Pre reg. H.O. 
North East Met. R.H.B. Reg. 
Paisley. Royal Alexandra Infy. Jr. 

-M.O. 
Southampton. 

H.0. , 
Wigan & Le igh H.M.C. Be. H.O. 
Woking Victoria. Sr. H.O a 
Ibadan, ee Ptah jai ‘College 

Hosp. Sr. H.¥ 
St. John’s, Nectoundiand, "Canada. 

Gen. M.O. .. . a: 
NEUROLOGY 


London, E.1. Reg 
Lingfield Hosp. Sc hool for Epile ptic 
Jr. H.M.O. 


” Royal ‘South Hants. 


Manchester R.H.B. P.-t. Cons. 


NEUROSURGERY 
North West Met. R.H.B. Cons. 


OBSTETRICS AND GYNZCOLOGY 
Ss Edward Mem., W.13. Pre-reg. 


St. James’ 8 Ww. 12. Locum Reg. As 
Thorpe Coombe Maternity, E.17. H.O. 
Whittington, N.19. H.O.’s .. re 
Birmingham. Sorrento Maty. H.O... 
Birmingham United Hosps. H.O. .. 
Cheltenham Maternity. H.O. 
Chertsey. St. Peter’s. Sr. H.O. or P re- 
reg. H.O. 
Derby City. Pre-reg. H.O. or Sr. H.O. 
Glasgow. Northern Hosps. B.O.M. 
Sr. H.O.’s .. ou ne 
Hastings. Buchanan. Locum H.O. .. 
Llanelly. Sr. H.O. - 54 
neegeumn. Highbury. Locum Sr. 


Rochford, “Essex. Gen. H.O. 

South East Met. R.H.B. Reg. 

St. Albans City. Reg. ; ae 
Stoke-on-Trent. City Gen. Pre-reg. 


H.O. 

York. Maternity & Fulford Hosps. 
Sr. H.O. 

S. Australia. Queen Victoria Maty.. 
Rose Park. Med. Supt. : 


OPHTHALMOLOGY 

Leeds R.H.B. P.-t. Cong. 

Dublin. Royal } Wengert Eye ‘& Ear. 
H.O. . 


ORTHOP ZDICS 

Hosp. for — Child, W.C.1. Sr. H.O. 

London, z. , & Black Notley, Brain- 
tree. Sia ow 

Prince of W: nies’ s Gen., N.15. Sr. H.0. 

Royal National Orthop dic (Stan- 
more). Sr. re vs 

St. Giles’, S.E.5. it Oo. 





St. James’, S.W.12. Sr. H.O. & 
Locum Sr. H.O. ‘4 hed o. 
Whittington, N.19. Locum Sr. H.M.O. 
Ascot. Heatherwood Orthopedic. 
Locum Reg. due he 

Ashford, Middx. H.O.’s 

Birmingham R.H.B. Reg. 

Brighton Gen. H.O. .. 

Bury St. Edmunds. West Suffolk 
Gen. Pre-reg.-H.O. or Sr. H.¢ 

Carluke, Lanarkshire. Law. Jr. 
H.M.O. & H.O. Su 

Chertsey. St. Peter's. “Reg. oa a 

Chertsey. St. Peter’s. Sr. H.O. or 
Pre-reg. H.O. ia on 

Colchester Group H.M.C. Locum Reg. 

Durham County. Sr. H.O. & H.O. .. 

Edinburgh. Princess aa Be Rose 
Orthopedic. Sr. H.O.’s_.. of 

Ipswich & East Suffolk. H.O. 

Leeds United Hosps. Sr. H.O. 

Manchester R.H.B. Reg. ih 

North West Met. R.H.B. Cons. 

Reading. Battle. H.O. 

Sheffield City Gen. Locum Sr. H.O. 

i as Royal Salop Infy. Sr. 

Tunbridge Wells. Pembury. Sr. H.O. 

Wigan. pape Albert Edward Infy. 
Sr. 0 > os e+ 

PADIATRICS ~ 

Hosp. for Sick Child., W.C. eg. 

Hosp, for oe Child, W.C. Le . H. 

Mile End, E.1. Sr. H.O. 

Barrow-in- Furness. Devonshire Road. 
Sr. H. 

Birmingham United Hosps. H.O. 
Carshalton. Queen Mary’s Hosp for 
Child. Reg. 

Reading. Roy al Berkshire. H.O. 

Sheffield. City Gén. Reg. 4! i 

Stoke-on-Trent. City Gen. Sr. H.O. 

Warrington Gen. Sr. H.O. ~.. > 

Welsh R.H.B. Reg - mb 

Winchester. Roval Hants County. 
«ae OF ug? ek he ae 


PATHOLOGY 
Guy’s, S.E.1. Reg. .. $< 
Royal Free, W.C.1. Sr. H.O... 

Royal Northern, N.7. Sr. H.O. 
Bolton & Dist. H.M.C. Sr. H.O. a 
— smouth. Royal Victoria. Sr. 


Brighton, ” Royal Sussex County. Sr. 
H.¢ 
Bristol. c ‘ossham & Frenc hay “H.M.C. 
H. a 


Leeds FHLB. Sr. H.M.O. 
Macclesfield. Sr. H.O.. "i 
sy era East Glamorgan. Sr. 
Rochford, Essex. Gen. Sr. H.O. 
Scotland. Western R.H.B. Cons. 


PSYCHIATRY . 

Guy’s, S.E.1. P.-t. Cons. 

Guy’s, 8.E.1. Locum Reg. or Sr. Reg. 

North West Met. R.H.B. Sr. Reg. 

Birmingham R.H.B. Reg. . 

Birmingham R.H.B. Sr. H.M. 0. 

Bodmin. St. Lawrence’s. Jr. H.M. 0. 

Darlington. Aycliffe Hosp. 7. _— 
Defectives. Locum Jr. H.¥ 

Leeds R.H.B. Sr. Regs 

Leeds R.H.B. Sr. H.M.O. .. vi 

Leeds United Hosps./R.H.B. Sr. Reg. 

Leicester. Carlton Hayes Mental. 
Jr. H.M.O. 

Lincoln. Harmston Halk Jr. H.M.O. 

North East Met. R.H.B. Reg. 

Northampton. St. Crispin. Sr. H. 0. 

Uagesd. uittlemore 5 ke & Ashhurst 
Clinic. Sr. H.O. 

Oxford R.H.B. Reg ait 

Frese. Ww hittingham H.M.C. Jr. 

i od 


Scotland. Rastern R.H.B. Reg. 
Sheffield R.H.B. Sr. Reg. 
Sheffield United Hosps. Sr. H.O. 
Sheffield United Hosps. P.-t. Cons. 
South West Met. R.H.B. Cons. yf 
Southall. St. Bernard’s Hosp. for 
Nervous & pee agg i ro H.O. 
St. Albans. Shenley. Jr. H.M.O. 
Worcester. Powick. Locum Sr. H.O. 


RADIOLOGY 

Central Middlesex, N.W.10. Sr. Reg. 

Birmingham R.H.B. Reg. . bi 

East Anglian R.H.B. Reg. i 

North West Met. R.H.B. Cons mee 

Scotland. oath na R.H.B. 
Cons. & Sr. H.N ‘x a 

Northern Ireland oe: Auth. Reg. 


RADIOTHERAPY 


Birmingham United Hosps. & R.H.B. 


Cons. .. 
Nottingham. Hogarth Radiotherapet u- 
tic Centre. Sr. H.O. or Reg. 





SURGERY 

Battersea Gen., 8.W.11. H.O. 

Bolingbroke, 8.W. i H.O + 

Bolingbroke, S.W.11. Locum H.O. 

Central Middle sex, N.W.10. Reg. 

Dulwich, 8.E. H.O on 

King Edward Meu Ww. H.O. 

Mile End, E.1. H.O. .. 

Nelson, 8.W.20. H.O. ‘ 

North East Met. * H.B. Regs. 

St. Andrew's, E.3. H.O.’s_.. 

Whittington, N. 19. H.O.’s 

Accrington. Victoria. H.O. 

Alton Gen. H.O. 

Barnsley. Beckett. P re-reg. H.O. .. 

Barrow-in-Furness. North Lonsdale. 
Sr. H.O. & H.O. fi me be 

Birmingham R.H.B. Regs. .. 

Bognor War Mem. Sr. H.O. ra 

Bournemouth. Christchurch.  Pre- 


reg. H.O. “ 
Bournemouth. Royal Victoria. H.O. 
Brighton. Royal Sussex County. 

Pre-reg. H.O. ra a 
LO. & Rossendale H.M.C. Pre-r reg. 

Cuntibaey: Kent & Canterbury. 

H.O. 

Carluke, “Lanarkshire. Law. H.O. 
Chelmsford & Essex. Pre-reg. H. 0.. 
Cheltenham Gen. H.O 
Chichester. Royal West Sussex. H. 0. 
Colchester Group H.M.C. H.O. 

Derby. Derbyshire Royal Infy. Pre- 

reg. H.O. or Sr. H.O. Se 
Dewsbury. Gen. H.O. ra 
East Grinstead. Queen Vic toria. H.O. 
Enfield. Chase Farm. H.O. ll 
Enfield. Chase Farm. Pre-reg. ‘8.0... 
Farnborough, Kent. Pre-reg. H.O. .. 
Cony. Eastern Dist. Pre-reg. 
on x ga Royal Kast Sussex. P re- reg. 


H illingdon, Middx. Reg. 


58 
Hove Gen. Sr. H.O. and rp" re. H.O. 58/59 


Huddersfield ney al Infy. H.O. 
= Victoria Hosp. for Sick ¢ nnild. 
oO. o% 


Huntingdon i ‘ounty. H.O 

Ipswich & East Suffolk. P’ re -reg. H. 0. 
Leeds R.H.B. P.-t. Cons. 

Leeds R.H.B, Reg. .. 

Lincoln County. H.O. 

Llanelly. H.O iis 
Macclesfield. Pre Treg. j 67. Spe 28 
eS West Kent Gen. b caetaty 5 


Medway & Gravesend H.M.C. Locum 
Reg. ve 

Newbury Dist. Sr. H.O. 

Newcastle Gen. Sr. H.O.’s. .. 

Newcastle R.H.B. Locum Res. 

Newcastle R.H.B. Reg. 

se be Gen. Sr. H.O. . ps 

Pais oF as Alexandra Inty. Pre- 
reg 

Portsinouth Group H. M.C. " pre- -reg. 





“Reading. Royal Berkshire. #.0. 


Romford. Oldechurch. H.O. .. e's 
Scotland. South-Eastern R.H.B. 
Locum Sr. Reg. 


Somaempten. _ al South Hants. 
oO. 


H. . 
St. Helens. H.O. or Sr. H.O. 
Stockport Infy. O. : 
Sutton & Cheam. H.( 

Taplow. Canadian ited Cross Mem. 

Pre-reg. H.O. 

Watford. Peace Mem. Pre- reg. H. 0. 
Ww qrteee super-Mare Gen. Pre-reg. 


Wigan & Leigh H.M.C. Pre-reg. H.0.’s 
Winchester. Royal Hants County. 
Arn o > ops bia eye 
Wolverhampton. Royal. Sr. H.O. & 
Pre-reg. H.O. o* .% - 
THORACIC SURGERY 
Brompton, 8S.W.3. Sr. H.O. or Reg... 
GENERAL 
Canada. Ontario Cancer Inst., 
Toronto. Resident House Staff .. 
Canada. Reddy Mem., Westmount, 
Montreal. Jr. Retating pene 4 
Schenectady, New York, S.A. St. 
Clare’s. Rotating Sry tity : ‘on 
PUBLIC APPOINTMENTS 
GENERAL PRACTICE 
NON-MEDICAL 
MISCELLANEOUS 





The Terms and Conditions of yt of 


Hospital Medical and Dental Staff appl 
all N.H.S. hospital posts we advertise, wv 


otherwise stated. Canvassing disqualifies, but 
candidates may normally visit the hospital 


by appointment. 
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Academic and Educational 
UNIVERSITY OF LONDON 


A LECTURE entitled “‘ The Reaction of the Arterial Wall to 
Injury "’ will be delivered by Professor Sir HOWARD FLOREY 
at 5.30 P.M. on 28TH FEBRUARY at the London School of Hygiene 
and Tropical Medicine, Keppel-street, Gower-street, W.C.1. 

Admission free, without ticket. 

JAMES HENDERSON, Academic Registrar. 
UNIVERSITY OF LONDON 


A COURSE OF 2 LECTURES on (i) “ Bacterial Endotoxins 
(Lipopolysaccharides )—Chemical and Immunological Aspects ”’ ; 
(ii) “ Bacterial Endotoxins—Biological Activities and Investiga- 
tions on their Mode of Action "’ will be delivered by Professor O. 
WESTPHAL (Freiburg) at 5.30 P.M. on 3RD and 5TH MARCH at the 
Westminster Medical School (Meyerstein Lecture Theatre), 
Horseferry-road, Westminster, S.W.1. 

Admission free, without ticket. 

JAMES HENDERSON, Academic Registrar. 
THE ROYAL ‘SOCIETY 








GOVERNMENT GRANT FOR SCIENTIFIC INVESTIGATIONS 
Applications for grants from the first allotment of the Govern- 
ment Grant for Scientific Investigations for the year 1958 
should be made as soon as possible on forms of —Sae to be 
obtained from the Assistant Secretary of the Royal Society, 
Burlington House, London, W.1. No application can be con- 
sidered which is received later than 31sT MARCH, 1958. 
pplicants must be of British nationality, resident in Great 
Britain or Northern Ireland. Grants may be made for purposes 
in connection with the promotion and support of research in pure 
science other than for personal maintenance or payment of 
stipends; for the assistance of scientific expeditions and collec- 
tions; but not in aid of scientific publications. 





THE ROYAL INSTITUTE OF PUBLIC HEALTH AND 
HYGIENCE 








THE DIPLOMA IN PUBLIC HEALTH 
THE DIPLOMA IN INDUSTRIAL HEALTH 

The next COURSES OF INSTRUCTION for the above Diplomas 
will commence on 14TH MARCH, 1958. Tuition may be taken 
whole- ous or part-time. 

Prospectuses, enrolment forms and full “> aad be obtained 
from the I Dean, 23, Queen-square, London, W.C. 

(TERminus 4788 or 6206.) 
PADDINGTON GROUP HOSPITAL MANAGEMENT 

COMMITTEE 





THE TAVISTOCK CLINIC 
INTRODUCTORY COURSE ON PSYCHOLOGICAL PROBLEMS IN GENERAL 
PRACTICE 
A course of 8-10 weekly discussion meetings for a limited 
number of general practitioners will start in APRIL on WEDNES- 
DAYS 2-4 P.M., and another course in MAY on TUESDAYS 2-4 P.M. 
Admission is > 
Apply in —a to Medical Director, Tavistock Clinic, 2, 
Beaumont-street, 1, stating course preferred. 
SOCIETY OF APOTHECARIES OF LONDON 


IPLOMA IN INDUSTRIAL HEALTH 
The next Rapesieation will n ON MONDAY, 14TH JULY, 1958. 
The > ae Examination will held in DECEMBER, 1958. 
For ations apply | Registrar, Apothecaries’ Hall, Black 
Friars-lane, London, 
TANCRED'S | STUDENTSHIPS 








DIVINITY: MEDICINE: LAW 
£100 p.a. each. For men only 

About WHITSUNTIDE next the Governors propose to elect 1 
Student in Law at Lincoln’s Inn. Candidates must have been 
born in England, Scotland or Wales and be members of the 
Church of England and unmarried. 

Candidates must be within the ages of 20 and 23 years on the 
lst October, 1958. The last day for sending in Petitions is the 
11th March, 1958. 

Further announcements relating to the Phyate and Divinit ty 
Studentships awarded by this Foundation will appear in April 
and September, 1958. 

Apply for further particulars and form of Petition outine } pnd 
of Studentship and mentioning this paper to the Clerk, R. 
HOWARD, Esq., D.8.0.. 28, Lincoln's Inn-fields, London, we Xo; rs 

UNIVERSITY COLLEGE, CORK 


E AINSWORTH MEDICAL SCHOLARSHIP 
The attention of medical graduates is drawn to the above 
Scholarship for which applications are invited. The primary 
urpose of the donor, Miss Epira K. Eyre, in establishing thie 
holarship was to assist in the petgsetnste medical education 
and training in the U.S.A. or in any country of young Male 
medical doctors who intend to a pa their profession in 
College, Co _ primarily to assist medical graduates of University 
Jollege, 

Contideten should submit 4 copies of their applications, 
which should reach the President not later than 31st May, 1958. 
Further particulars may be had from the President of University 
College, Cork. 

ASSOCIATION OF SURGEONS OF GREAT BRITAIN 
AND IRELAND 











The Association of Surgeons is offering a MOYNIHAN PRIZE 
of £100, together with a medal, for an essay on ‘“‘a subject of the 
candidate’s own choice’’. Essays submitted for the prize must be 
—— by the Honorary Secretary not later than 31ST DECEMBER, 

Further details can be obtained from the pape Pe retary 
of the Association, 47, Lincoln’s Inn-fields, Lond 
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THE BRITISH COUNCIL 





COURSE ON MEDICAL RESEARCH ASPECTS OF INDUSTRIAL 
DISEASES, London, 13TH-26TH APRIL, directed by Dr. DONALD 
HunNTER, Director of the Medical Research Council, Department 
po Research in Industrial Medicine at the London Hospital. Fee: 


Applicants, who must be qualified medical doctors from over- 
seas, should apply to British Council offices overseas, or to 


ueeee Department, 65, Davies-street, London, before 20th 
March. 
ST. GEORGE'S HOSPITAL MEDICAL SCHOOL 


(UNIVERSITY OF LONDON). Spemetions are invited for a post in 
the Department of Bacte he appointment will be 
made in the grade of LECT ER (salary £1150-£1650) or 
JUNIOR LECTURER (£900-£1100) according to experience 
and qualifications. Applicants should possess a medical quali- 
fication and have had some previous laboratory experience. 
Further particulars may be had from the a with whom 
applications should be lodged by 22nd March, 1958. 
UNIVERSITY OF LONDON. Repiicetions are are invited for 
IMPERIAL CHEMICAL INDUSTRIES RESEARCH FEL- 
LOWSHIPS in Biochemistry, Chemistry, Chemotherapy, Engin- 
coriee, Metallurgy, Pharmacology, Physics. The Fellowshi 8 will 
thin the range of £800-£1000 p.a. and will normally be 
tne, rip IsT OCTOBER, 1958, for 3 years. Family allowances 
an 8.8 
Detailed regulations and application forms may be obtained 
from the Academic Registrar, University of London, Senate 
House, .1. Applications must be received not later than 
30th April, 1958. 
UNIVERSITY OF LONDON. Applications are invited for 
a TURNER AND NEWALL RESEARCH FELLOWSHIP in 
Engineering, Inorganic Chemistry, or Physics. The Fellowship 
will be within the range of £800-—£1000 p.a. and will normally be 
tenable from IsT OCTOBER, 1958, for 3 years. Yamily allowances 
and F.S.S.U. 
Detailed regulations and application forms may be obtained 
from the Academic Registrar, University of London, Senate 
’.C.1. Applications must be received not later than 


House. 
30th h April, 1958 
UNIVERSITY ‘OF ABERDEEN. Applications are invited 
for the post of SENIOR LECTURER or LECTURER in Mental 
pra with appropriate status on the clinical staff of the 
berdeen General ospitals. Salary scale: Senior Lecturer 
21950-29550, with cntibis maximum £2700 ; Lecturer £900- 
£1900, with appropriate placing. F.S.S.U. and child allowance. 

Particulars from the Secretary, The University, Aberdeen, 
with whom applications (8 copies) should be lodged not later 
than 26th March, 1958. Applicants outside the British Isles 
may submit 1 copy of application. toed Wet elias 
UNIVERSITY OF ST. ANDREWS. Queen's pete om 
DUNDEE. BIOCHEMIST. Graduate (B.Sc. Hons. standard) 
required to undertake research work in new metabolic unit 
investigating calcium and p hosphorous metabolism in surgical 

atients. Facilities are available for this work to lead to a Ph.D. 
The appointment is for an initial period of 3 years with com- 
mencing salary in the range £650-£845 p.a. 

Apply, with pertiontons of es. experience and names 
of 2 referees, to Professor Dove Las, Department of 
Surgery, Queen’s College, Dundee. 

THE UNIVERSITY OF SHEFFIELD. Applications are 
invited from een, qualified persons for the following posts : 

(a) LECTURER IN ANATOMY (1 or 2). 

(6) DEMONSTRATOR IN ANATOMY (1, 2, or 3). 

To begin duties on Ist October, 1958. Salary seales : Lecturer 
£1200-£100-£1900 ; Demonstrator £900—£50-£1100. Initial 
salary on either scale according to qualifications and experience. 
The laboratories are well equipped for histological, histochemical] 
and experimental research. 

Further particulars may be obtained from the Registrar 
whom applications (4 copies) should be sent by 12th April, rt958. 


Hospital Services: Senior Appointments 


Q@UY’S HOSPITAL. The Board of Governors invites 
applications for the appointment of a PHYSICIAN in Child 
Psychiatry for 4 ons per week. The appointment is of 
Consultant status in the National Health Service and subject 
to the terms and conditions of service of hospital medical staff. 
Applications (1 copy), together with the names of 3 referees, 
should be lodged with the ge ee Guy’s isan te 
London Bri , 8.E.1, not later than 22nd March, 1958. In 
accordance with Statutory Instrument No. 1259 of 2 National 
Health Service regulations, canvassing members of the 
or Advisory Appointments Committee will lead to disqualifi- 


cation. 

NATIONAL HEART HOSPITAL, ~ Westmoreland-street, 
W.1. The Board of Governors invites OPRTAN (pant for the post 
of ASSISTANT CONSULTANT PHYSICI at mmr as 
from 15th September, 1958. Applicants must be uates in 
medicine of a British or approved University and Fellews or 
Members of the Royal College of Physicians of London. The 
successful — will be required to undertake 2 or 3 half-day 


sessions a wee 
ving age, —— ast ‘> 
0 











pr Nh a “(10 copies), 
present appointments and the names referees, should be 
sent to me not later than Friday, 28th March, 1958. Canvassing 


will disquali 
. ‘Rosant G. E. WHITNEY, Secretary to the Board. 


WHITTINGTON HOSPITAL, London N.19. Locum 
Tenens ASSISTANT ORTHOPEDIC SURGEON (Senior Hos- 
ital Medical Be my yw Re e) oo -resident, required immediately 

3 months in the first insta 
“Write oF call Medical "Superintendent ARChway 3070, 
Extension 440. 
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NORTH WEST METROPOLITAN REGIONAL HOSB- 
PITAL BOARD. 

1. ASSISTANT NEUROSURGEON (Consultant ie}, 
whole-time or maximum sessions, Central Middlesex — " 
Acton-lane, N.W.10 (726 Beds). Successful candidate be 
required to devote part of his time to work in the western part 
of the Region 

Ap lications before 24th March, 1958 
ANT E.N.T. SURGEON, 


SONSULT 1 half-day a week, 
or Wednesday, Acton Hospital, Gunnersbury-lane, w.3 
(84 Beds). 


Applications before 26th March, 1958. 

3. CONSULTANT RADIOLOGIST, whole-time or maximum 
sessions, Barnet General Hospital, Wellhouse-lane, Barnet, 
Herts (461 Beds). Department also responsible for the work of 
Victoria Maternity (59 Beds), St. Stephen’s (88 Beds), and 
Potters Bar and District (56 Beds) Hospitals. 

Appicevone before 28th March, 1958. 

JONSULTANT TRAUMATIC SURGEON, whole-time or 
maximum sessions, Watford and West Herts Hospitals. Main 
duties in casualty departments initially at Watford Peace Memo- 
rial Hospital (208 Beds), later with aa of the service at 

West Herts Hospital, Hemel Hempstead (160 Beds). Successful 
candidate will share responsibility with the orthopedic surgeon 
for inpatient treatment of traumatic — cases. 

Speeeeneae before 31st March, 1958 

ospitals may be visited by direct appointment. 
pplication forms obtainable from and returnable to Secretary, 


} norte West Metropolitan Regional Hospital Board, 11a, Port- 
land-place, 1. i 
BIRMINGHAM REGIONAL HOSPITAL BOARD. 


ASSISTANT SENIOR MEDICAL OFFICER required to 
assist Senior Administrative Medical Officer at Board head- 
quarters in planning and organisation of hospital and s ialist 
services. Previous experience in public health and/or hospital 
administration desirable. Superannuable. Salary £1680-—£80 (4)— 
£100 (1)-£2100 
Applications, stating age, experience and qualifications, and 
naming 3 referees, to Secretary, 10, Augustus-road, Birmingham, 
15, by 25th March, 4958. 
BIRMINGHAM REGIONAL HOSPITAL BOARD. 8t. 
GEORGE'S HOSPITAL, STAFFORD. Whole-time ASSISTANT 
PSYCHIATRIST. Salary £1653-£2126 p.a. Experience ~ +) ~wpypaoed 
required, D.P.M. an advantage. Resident, house availa 
Applications (15 copies), stating age, "qualifications, nation- 
ality, present and previous appointments and details of 3 referees, 
to Secretary, Regional Hospital Board, 10, Augustus-road, 
Birmingham, 15, by 24th March. 


BIRMINGHAM. THE UNITED BIRMINGHAM HOS8- 
PITALS AND BIRMINGHAM REGIONAL HOSPITAL BOARD. Applica- 
tions are invited for the joint appointment of a whole-time 
CONSULTANT RADIOTHERAPIST. The appointment will be 
held on the basis of 5 notional half-days per week in the United 
Hospitals and 6 notional half-days per week in the Birmingham 
(Dudley Road) Group of hospitals. The successful candidate 
may be required to undertake postgraduate studies in other 
approved Cantu, either in this country or abroad, for which 
urpose a Fellowship will be available which will include travel- 
ng expenses, subsistence allowance, and a basic salary. 
Applications, naming 3 referees, must be submitted on a form 
to be obtained from the Secretary to the Board of Governors, 
Queen Elizabeth Hospital, Birmingham, 15, and returned by 
29th March, 1958. 
CANTERBURY AND ISLE OF THANET HOSPITAL 
MANAGEMENT COMMITTEES. Locum ANASSTHETIST (Consul- 
tant or Senior Hospital Medical Officer grade) (full-time) imme- 
diately until the end of June, 1958. Duties in the above areas 
and required to reside in Thanet district. Car essential. 
Applications to Group Secretary, Central Office, Nunnery 
Fields Hospital, Canterbury. 


LEEDS REGIONAL HOSPITAL BOARD. 

CONSULTANT in Ophthalmology, Huddersfield (maximum 
part-time sessions). Duties mainly at Huddersfield Royal Infirm- 
oy, (23 ophthalmic beds). The Board is shortly to commence the 
bui ~~ a new general hospital in Huddersfield, in which 30 
beds ultimately be available. Person appointed to reside in 
the Huddersfield area. 

CONSULTANT in General Surgery, Otley (7 notional half- 
days per week). Duties mainly at Otley General Hospital (42 
ahr surgical beds). Person appointed to reside in the Otley 


a Whole- time ASSISTANT PATHOLOGIST (Senior Hospital 
Medical Officer grade), Huddersfield. Duties mainly at St. Luke’s 
Hospital, Huddersfield, and Storthes Hall Mental Hospital under 
the general direction of the Consultant Pathologist. Person 
appointed to reside in the Huddersfield area. 

hole-time ASSISTANT PSYCHIATRIST (Senior H 
Medical Officer ie). Storthes Hall Hospital (2680 Beds), 
burton, near Huddersfield, and associated general te pitads. 
Resident or non-resident. Large modern flat —— if required. 
Accommodation also available for a single Candidates for 
this Senior Hospital Medical Officer post s ould. normally hold a 
D.P.M., but applications will also be considered m candidates 
without previous experience in p: ov fen oy who hold a higher 
medical en and have had wide Cop in general 
medicine in the Senior Registrar grade, and intend to obtain 
a D.P.M. and spec sais in yo ae 

Fe aere woe Mie copies), ting age, qualifications and details 

— and previous appointments, with dates, and names and 

resses of 3 gy to the Secretary, Park- parade, Harrogate, 
by 18th March, 1958. 
NEWCASTLE REGIONAL HOSPITAL BOARD. Consul- 
TANT ANASTHETIST, whole-time or maximum part-time, 
for South Shields Group ‘of Hospitals—main hospitals Ingham 
Infirmary (165 Beds), General Hospital (550 a 

Applications, with names and addresses of referees, 

Senior Administrative Medical Officer, Regional Hospital Beard, 
Benfield-road, Newcastle upon Tyne, 6, within 28 days. 








o 








MANCHESTER REGIONAL HOSPITAL BOARD. Maxi- 
mum Part-time CONSULTANT NEUROLOGIST to the Booth 
Hall (Children’s) Hospital, Manchester, and the Royal Manchester 
Children’s _—. The appointee will also be required to visit 
the David Le Epileptic Colony in Cheshire weekly and make 
regular weekly consultative visits to Preston. Wide experience 
and higher qualifications essential. 

Application forms m the Senior Administrative Medical 

Officer to the Board, Cheetwood-road, Manchester, 8, to be 
returned by 5th March, 1958. 
SCOTLAND. NORTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited for the whole- or maxi- 
mum part-time post of CONSULTANT RADIOLOGIST on 
the staffs of the Aberdeen General Hospitals and the Aberdeen 
Special Hospitals. The post is vacant on 2ist July, 1958 

Ap pA nave ys er with the names of 2 referees, should 

mitted by ; d March, 1958, to the Senior Administrative 

Medical Officer, Albyn-place, Aberdeen, from whom further 
‘particulars and a ioe of application may be obtained. 
SCOTLAND. 





NORTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited for the whole- or maximum 
art-time post of RADIOLOGIST on the staffs of the Aberdeen 
yeneral Hospitals and the Aberdeen Special Hospitals in the 
— of Senior Hospital Medical Officer. 
Ang Geateent. together with the names of 2 referees, should 

be submitted by 22nd March, 1958, to the Senior Administrative 

Medical Officer, 1, Albyn- place, Aberdeen, from whom further 
particulars and a form of application may be obtained. 
SCOTLAND. NORTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited for the whole- or maximum 
art-time post of ANASSTHETIST on the staffs of the Aberdeen 

eneral Hospitals and the Aberdeen Special Hospitals in the 
grate of Senior Hospital Medical Officer. The post is vacant on 
wt July, 1958. 

Anpotiens. Sores with the names of 2 referees, should 

be submitted by 22nd March, 1958, to the Senior Administrative 

Medical Officer, 1, Albyn- place, Aberdeen, from whom further 
particulars and g form of application may be obtained. 
SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Ap pplicati ions are invited for the appeentment of Whole- 
time CONSULTANT CLINICAL PATHOLOGIST with duties 
aoly at the Vale of Leven Hospital, Alexandria, Dunbarton- 


shire. 
Applications (16 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees, to 
reach the Secretary, Western Regional Hospital Board, 64 West 
Regent-street, Glasgow, C.2, not later than 30 days after the 
publication of this advertisement. 
SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires Whole-time CONSULTANT PSYCHIA- 
TRIST at Graylinwell Hospital, Chichester, Sussex. Candidates 
should pone .M. and a higher medical qualification, and 
should have had wide experience of mental hospital psychiatry. 
The post is non-resident. 

Applications by letter (5 copies), giving date of birth, qualifica- 
tions, experie mee, and names of 3 referees, to Secretary (8.1), 
South West nena Regional Hospital Board, 11a, Port- 























land- oiese. W.1, by 22nd March, 1958. Applicants may visit 
Hospital by | arrang 

i1BADAN, NIGERIA. UNIVERSITY COLLEGE HOS8- 
PITAL. Applications are invited from tered medical practi- 
tioners for appointment as SENIOR HOSPITAL MEDICAL 


OFFICER to work in the General Outpatient a and 
the Staff medical service of the new teaching hospital and to 
assist in their direction and organisation. With over 3000 new 
patient¢# each month the Outpatient Department provides clinical 
=— of great interest and widest possible variety 

App: plicants should have clinical experience in ali branches of 
med — including especially peediatrics. 

he salary offered for the post is £1482 p.a. rising to a maximum 

s £1788 p.a. In addition an inducement allowance of £300 p.a. 

ayable to an expatriate doctor. 

he appointment will be initially for 2 tours of from 12 to 18 
monthe’ faaowabio by mutual consent for further tour. 

On satisfactory completion of the agreement, a gratuity of 
— ng will be paid for each completed period of 3 months’ 
service 

An outfit allowance of £60 is payable on first appcintenen. 

mad furnished quarters are provided at a rental of 8% % of 

ary, exclu inducement toe” and an expatriate 
doctor appointed will be eligible for 7 tf leave on pay 
for each completed month of service in Nigeria. A Nigerian 
doctor qualifies for 5 days’ leave for cock completed month of 


service 
Free first-class passages are provided for expatriate doctors 
and their wives on first appointment, for vacation oant oo = 


completion of the agreement. ~— first -c’ passages 
= in certain circumstances, be provided vor non-expatriate 


tors. 

Candidates will be Le tp for children’s allowances in accord- 

ance with existing regulations. 

weal ments can be made to enable doctors to continue their 
atio’ 


Health Service superannuation scheme contributions, 
a a of the revised and gratuity payable in such 


any application forms. 
coo tone abe ald e submitted not later than 8th March, 
ob be the appropriate forms, which will be forwarded. together 
ditio: information on receipt of an add foolscap 
aa by the Adviser on Staff Recruitment, London Office, 
Uf hee nd Coll <7 Ibadan), 457, Catherine- -place, 

lace-street, London, S. 

ee ES ES REGIONAL HOSPITAL BOARD. Whole- 
time NON-RESIDENT SENIOR CASUALTY OFFICER 
uired at the County Hospital, Lincoln. Salary scale £1653 15s.— 
£52 10s.-£2126 5s. p.a. Tenure for a ogy not ex years. 
Application form and furthe details from Senior dininis- 





trative Medical Officer, Sheffiel¢ Regional Hospital Board, Old 
Fulwood-road, Sheffield. Forms to be returned by 17th March. 
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SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
Applications are invited for the appointment of CONSULTANT 
PSYCHIATRIST (maximum part-time sessions) to work with 
the Professor of Psychiatry in the newly established Psychiatric 
Department at the Royal Infirmary and Whiteley Wood Clinic. 

Applications (16 copies), stating age, qualifications, and 
experience, with the names and addresses of 3 referees, should 
be sent not later than llth March, 1958, to the Chief Admin- 
istrative Officer, The United Sheffield Hospitals, West-street, 
Sheffield, 1, from whom further particulars may be obtained. 
SOUTH AUSTRALIA. THE QUEEN VICTORIA MATER- 
NITY HOSPITAL INC., 22, Victoria-avenue, ROSE PARK, SOUTH 
AUSTRALIA. Applications are invited from Members of the Royal 
College of Obstetricians and Gynecologists for the position of 
MEDICAL SUPERINTENDENT of the above Hospital. The 
appointment will be for .a minimum term of 3 years and the 
salary range is £A2453-£A2703 p.a., subject to a deduction for 
furnished quarters, light, power, fuel and telephone. Considera- 
tion will be given to the refunding of a proportion of fares, subject 
to conditions relating to period of service. 

The Hospital : The Queen Victoria Maternity Hospital is one 
of the Obstetric Teaching Hospitals in Adelaide and confines 
approximately 3000 women annually. The resident obstetric 
staff consists of 1 Medical Superintendent and 5 Resident Medical 
Officers. 

Duties : The successful applicant will be responsible to the 
Committee of Management for the medical supervision of the 
Hospital and will have ample opportunity for active clinical work. 

Any further particulars may be obtained on application to the 
Secretary /Manager. 

Applications, in details, 
partic ulars of experience, and copies of 3 testimonials, are to be 
in the hands of the undersigned by 19th April, 1958. 

R. ATKINSON, Secretary/Manager. 
ST. JOHN’S, NEWFOUNDLAND, CANADA. Soneral 
HOSPITAL. (475 Beds.) Applications are invited from fully regi 
tered medical practitioners for the post of MEDICAL OFFIC ER, 
Outpatient Department, at the above Hospital; salary $6600 p.a. 
with generous annual vacation. Some experienc@ in general prac- 
tice desirable but not essential. Applicants should be not less than 
2 years qualified. Air transportation to Newfoundland is provided. 

Full personal details regarding age, experience, marital status, 
qualifications, &c., with the names of 2 recent referees, should be 
forwarded immediately to Dr. E. WuILSON, Superintendent, 
General Hospital, St. John’s, Newfoundland, Sanat 


Hospital Services: Junior Appointments 


BATTERSEA GENERAL HOSPITAL, Battersea Park, 
8.W.11. HOUSE SURGEON/CASUALTY OFFICER. Com- 
bined post for registered practitioners. Resident. Vacant 
immediately. 

Apply, enclosing copies of 2 
Secretary, with whom arrangements can be made 
Hospital. 

BETHNAL GREEN HOSPITAL, Cambridge Heath-road, 
London, E.2. Applications are invited for the pre-registration 
post of HOU SE PHYSICIAN, vacant 29th March, 1958. 

Applications, stating experience, together with copies of 2 
testimonials, to Hospital Secretary as soon as possible. 
BOLINGBROKE HOSPITAL, Wandsworth Common, 
S.W.11. HOUSE SURGEON, resident. Vacant 29th March, 
1958. Open to registered practitioners and pre-registration 
candidates. 

Apply Hospital Secretary, enclosing copies of 3 recent testi- 
monials, by 24th February, 1958. 
BOLINGBROKE HOSPITAL, 
8.W.11. Locum HOUSE SURGEON, 15th—28th March, 1958. 

Apply Hospital Secretary. Phone BATtersea 2445. 
BROMPTON HOSPITAL, 8.W.3. Applications invited for 


the following posts : 

RESIDENT SURGICAL OFFICER (post graded as Senior 
House Officer or Registrar, according to qualifications and 
experience) for 6 months from Ist May, 1958, with eligibility for 
reappointment. Candidates must have held a resident hospital 
appointment. 

RESIDENT HOUSE PHYSICIAN (3 vacancies). 2 vacancies 
for 6 months from Ist May, 1958. Duties include work in Out- 
patient Department and wards. 1 vacancy for 9 months from 
Ist May, 1958. The first 3 months at Brompton Hospital 
Sanatorium, Frimley, and the following 6 months at the Hospital 
in London covering work in Outpatient Department and wards. 
Salary at rate of £577 10s. p.a. 

Applications, stating age, qualifications with dates, nationality 
and appointments held, together with copies of testimonials, by 
8th March, 1958, to KENNETH A. F. MILEs, House Governor. 
CHINGFORD HOSPITAL, London, E.4. (104 Beds.) 
SENIOR HOUSE OFFICER (me dical) required with duties 
at other hospitals in the Group. 

Applications, with full details and copies of 2 recent testi- 
monials, should be sent immediately to Secretary, Forest Group 
Hospital Management Committee, Langthorne-road, 1. 
DULWICH HOSPITAL, East Buiwich-greve, 8.E.22. 
HOUSE SURGEON (general surgical duties) required from 
Ist March. Recognised pre-registration post. 

Apply, giving age, qualifications and experience (if any) with 

copy testimonials or names of 2 referees, to Group Secretary, 
Camberwell Hospital Management Committee, Dulwich Hospital, 
as soon as possible. 
CENTRAL MIDDLESEX HOSPITAL, London, N.W.10. 
(736 Beds.) NORTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. SENIOR REGISTRAR in Radiology, whole-time, non- 
resident, will include teaching. Diploma in Radiology essential. 
Applicants may visit the hospital by direct appointment. 

Application forms from, and returnable to, Group Secretary, 
Central Middlesex Group Hospital Management Committee, 
London, N.W.10, by 3rd March, 1958. 


writing, comprising full personal 








recent testimonials, to Hospital 
to view the 


Wandsworth Common, 


Park Royal, 
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CENTRAL MIDDLESEX HOSPITAL, Park Royal, Lon- 
don, N.W.10. NORTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. REGISTRAR (surgical) required, whole-time. Resident 
when on duty. Will include outpatient sessions and teaching. 
Post vacant Ist May, 1958. Hospital may be visited by direct 
appointment. Salary £935 p.a. in the first year, £1061 10s. p.a. 
in the second and any subsequent year, subject to terms and 
conditions of service of hospital medical and dental staff. 

Application forms from, and returnable to, Group Secretary, 

Central Middlesex Group Hospital Management Committee, 
Park Royal, London, N.W.10, by 4th March, 1958. 
GUY'S HOSPITAL, S.E.1. Applications are invited for the 
post of REGISTR AR (mid-grade) in the Department of Clinical 
Pathology, with duties from 17th March, 1958, until 30th Septem- 
ber, 1959, in the first instance. 

Forms of application are obtainable from, and should be —_—- 

with, the ne. Guy’s Hospital, London Bridge, S.E.1, 
not later than 28th Februa 958. 
GUY'S HOSPITAL, 8S. Applications are invited for 
the post of Locum REGISTR ‘AR, whole-time, in the Department 
of Psychological Medicine for an initial period of 3 months. 
Grade, Registrar or Senior Registrar according to experience. 

Applications should be sent as soon as possible to the Super- 
intendent, Guy’s Hospital, London Bridge, S.E.1. 
HACKNEY HOSPITAL, London, E.9. 














(General—841 Beds. ——, ) 
Applications for She 6- month resident 4 Wy now Vv: 

of CASUALTY OFFICER AND HOUSE SURGEON (E. wT j 
(registered House Officer grade ) should be sent to Secretary, 
above address, quoting HH /CHO. 
HAMMERSMITH HOSPITAL AND POSTGRADUATE 
MEDICAL SCHOOL, Ducane-road, London, W.12. 5 HOUSE 
PHYSICIANS required Ist May. 2 of these posts will give 
experience in rheumatism and neurology. 

Applications, stating age, qualifications, experience, copies 2 
recent testimonials, to Secretary, Board of Governors, The 
Hammersmith, West London, and St. Mark’s Hospitals, Ducane- 
road, London, W.12, by 8th March. 


HAMPSTEAD GENERAL HOSPITAL, Haverstock Hill 
N.W.3. ROYAL FREE HOSPITAL GROUP. Applications are invite ted 
from seaieered atom practitioners for the post of RESIDENT 
CASUALTY OFFICER (graded as Senior House Officer). yn 
£745 p.a. Te v's for a period of 6 months from Ist Apr 

at the Main Outpatient Department, Bayham-street, 


Application forms may be obtained from the Secretary, to 
whom they should be returned, together with copies of 3 recent 
testimonials, by 27th February, 1958. 

HOSPITAL OF ST. JOHN AND ST. ELIZABETH, “60, 
Grove End-road, London, N.W.8. Required, Part-time MEDI- 
CAL REGISTRAR (Male). The possession of the Membership 
of the Royal College of Physicians of London is desirable. 
= ae at the rate of £300 p.a. 

Further particulars may be obtained from the Secretary, to 
whom applications with names of 3 referees should be sent, on or 
before Tuesday, 4th March, 1958 ' 
KING EDWARD MEMORIAL HOSPITAL, Ealing. 
HOUSE OFFICER to General Surgeon with some E. N. T. duties. 
Vacant 7th April. Preference given to persons seeking pre-regis- 
tration post. 

Applications, stating age, nationality, qualifications with 
dates and experience, together with copies of 2 recent testi- 
monials, to Group Secretary, South West Middlesex Hospital 
Management Committee, West Middlesex Hospital, Isleworth, by 
3rd_ March, 1958. 

KING EDWARD MEMORIAL HOSPITAL, Ealing, W.13. 
HOUSE OFFICER in Gynecology at above Hospital, with 
opportunity for a little obstetrics at Perivale Maternity Hos- 
pital, Greenford. Vacant 8th March. Pre-registration surgical 
post. Preference given to persons seeking second pre-registration 
post under the Medical Act 1950. 

Applications, stating age, nationality, qualifications and 
experience, with copies of 2 recent testimonials, to Group Secre- 
tary, South West Middlesex Hospital Manz ement Committee, 
West Middlesex Hospital, Isleworth, by 4th March. 

LONDON CHEST HOSPITAL. ~ Hospitals for Diseases of 
THE CHEST. 2 vacancies occur Ist April, 1958, for RESIDENT 
HOUSE PHYSICIAN. Appointments for 6 months, 4 in London, 
2 at the Country Branch, near Letchworth, and posts graded as 
House Officer. Duties include work in the Outpatient Depart 
ment and special clinics, as well as in wards. 

Applications, stating date of birth, qualifications with dates, 
and previous appointments held, with copies of 3 testimonials, 
should reach the House Governor, London Chest Hospital, E.2, 
not later than Ist March, 1958. 














LONDON HOSPITAL, Whitechapel, E.1, and THE NORTH 
EAST METROPOLITAN REGIONAL HOSPITAL BOARD. yy os 
are invited for the post of SENIOR REGISTRAR to the Depart- 
ment of Ansesthetics. Candidates must hold a high qualification. 
The appointment will be for 1 year, renewable for a maximum 
of 4. The first year will be s yent at The London Hospital, the 
second year at a hospital within the Region and the third and 
fourth years at 1 of the above by arrangement. 

inpeiieations (12 copies), giving the names and addresses of 
3 referees should be received by the undersigned by 7th March, 
1958. H. BRreRLEY, House Governor. 


LONDON HOSPITAL, Whitechapel, E.1, and BLACK 
NOTLEY HOSPITAL, BRAINTREE, ESSEX. Applications are invited 
for the post of REGISTRAR to the Orthopedic Departments of 
the above Hospitals. The post becomes vacant on Ist April, 
1958. The successful candidate will be stationed at Black Notley. 
but will be required to attend certain sessions at The London 
Hospital. A higher qualification, although desirable, is not 
essential, but experience in general surgery is necessary. 

Applications (12 copies), giving the names and addresses of 
5 papeoeen, should be receive by the undersigned by 7th March, 
1958. 








BRIERLEY, House Governor. 
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LONDON HOSPITAL, Whitechapel, E.1. Applications are 
invited for the post of REGISTRAR to the Department of 
Electro-Encephalography. The post becomes vacant on Ist May, 
oa A higher qualification, although desirable, is not essential. 
Applications (12 copies), giving the names and addresses of 
3 referees, should be received by the undersigned by 7th March, 
1958. H. BRIERLEY, House Governor. 


KING’S COLLEGE HOSPITAL, Denmark Hill, 8.E.5. 
Applications are invited for the post of SENIOR REGISTR AR 
in Dermatology. The appointment will be tenable from 21st 
July, 1958, until 30th September, 1959, in the first instance, and 
is renewable. 

Applications, stating age, education, qualifications and 
experience, together with the names of 2 referees, should be 
sent to the undersigned by _ March, 1958. 

Ww. BARNES, House Governor. 








London, €E.1. 
Recog- 











MILE END "HOSPITAL, “Bancroft-road, 
(484 Beds.) SENIOR HOU SE OFFICER (peediatrics ). 
nised for D.C.H. Post vacant 24th March, 1958. 

Application forms, obtainable from Physician-Superintendent, 
to be returned by 7th March, 1958, with copies of not more than 
3 testimonials. um 
MILE END HOSPITAL, Bancroft-road, London, “E.1. 
(484 Beds.) HOUSE SU RGEON (pre- or post- registration). Post 
vacant 8th March, 1958. 

Application forms, obtainable from Physician-Superintendent, 
to be returned by 29th February, 1958, with copies of not more 
than 3 testimonials. 

NELSON HOSPITAL, Kingston-road, Merton, 8.W.20. 
(123 Beds.) HOUSE SU RGEON (resident). Approved for pre- 
registration service. Post vacant end of February. 

Applications, stating age, qualifications, &c., and the names 
and addresses of 2 referees, to the Secretary at above address. 


NORTH east METROPOLITAN REGIONAL HOS- 
PITAL BOAR 











AN ESTHETIC REGISTRAR (non-resident), General Hos- 
pel & Southend-on-Sea, Essex Recognised for D.A. and 
R.C.S. Vacant Ist A ril. 
ANESTHETIC" REGISTRAR (resident), Bethnal Green 
Hospital, Cambridge Heath-road, E.2. Required to share 
emergency calls ae —_— at St. Leonard’s Hospital. 


aarti; for F.F.A. R. 

NASTHETIC REGISTRAR (non-resident, sleeping in = 
ode nights), W pues Cross Hospital, Ley ‘tonstone, E.11. 
Recognised for D. 


MEDICAL REGISTRAR (resident in furnished flat—married , 


or . accommodation), St. Michael’s Hospital, Braintree, 
“SU RGIC AL REGISTRAR (resident), Herts and Essex Gen- 
eral Hospital, Bishop’s Stortford, Herts. Recognised for F.R.C.S. 
SURGICAL REGISTRAR (resident or non-resident, sleeping 
in on duty aie), J Mile End Hospital, Bancroft-road, E.1 
Recognised for 
REGISTRAR in Mental Deficiency (married or single accom- 





modation available), Royal Eastern Counties Hospital, Col- 
chester, Essex. Recognised for D.P.M. 

Appointments subject to review after 1 yea 

Application forms from Secretary, 11a, "Patina: place, W.1. 
to be returned by 8th March, 1958. 
NORTH MIDDLESEX HOSPITAL, London, N.18. Resi- 


DENT HOUSE ANASSTHETIST (House Officer ) required for 
8th ow 6 eet appointment. Post recognised for D.A. 
and é .R.C.S. Vhole-time duties under supervision of 
ih pent xs 

Applications, stating age, nationality, qualifications, experi- 

ence, with — of recent testimonials, to Secretary of Hospital, 
by 5th March. 
NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. SENIOR REGISTRAR in Psychiatry required 
at the Portman Clinic (1.8.T.D.), 8, Bourdon-street, Davies- 
street, W.1, for 6 half-days, of which at least 1 must be an 
evening session. The Clinic specialises in the treatment of 
delinquency and character disorders in both juveniles and 
adults. Previous experience in this field desirable but not essen- 
tial. Experience in general psychiatry required. Training and 
experience in psychotherapy will be an advantage. Clinic may 
be visited by direct appointment. 

Application forms obtainable from and returnable to Group 
Secretary, Paddington ae ‘oo Management Committee. 
Paddington General Hospital arrow-road, W.9, by 10th 
March, 1958. 

PADDINGTON GENERAL HOSPITAL, Harrow-road 
w.9. mere are invited for the post of SENIOR HOU SE 
OFFICER (medical), non-resident. In addition to 51 chest beds, 
the post entails the care of 32 medical beds. 

Applications, stating age, qualifications, experience, together 

with names and addresses of 2 referees, to be sent to Hospital 
Secretary by 10th March, 1958. 
PADDINGTON GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the post of Whole-time 
og tg for Diseases of the Chest, at Hampstead Chest 
Clinic, 54, Eton-avenue, N.W.3, St. Marylebone Chest Clinic, 
Town Hall, N.W.1, and Paddington General Hospital, Harrow- 
road, W.9. The work entails agin ged —_ time duties at 
tee Hospital mainly in connection with 51 beds for diseases of the 
= he clinics and hospitals may be visited by direct appoint- 
ment. 

Application forms obtainable from and returnable to Secreta 

to the Committee, Paddington General Hospital, Harrow-road, 
W.9, by 10th March, 1958. 
PRINCE OF WALES'S GENERAL HOSPITAL, N.i5. 
Applications are invited for the appointment of RESIDENT 
HOUSE SURGEON (Senior House Officer) to Orthopeedic, 
Casualty and E.N.T. 7 gg mewendiggh at above Hospital for a period 
of 6 months, vacant 24t | ents mL 1958. 

Applications to Group Secretary, Tottenham Group Hospital 
Management Committee, The Green, N.15, immediately. 

















POPLAR HOSPITAL, East India Dock-road, €.14. 

SENIOR HOUSE OFFICER required at above _ Hospital. 

Duties are mainly in connection with the Receiving Room and 

Casualty Departments. Post recognised for F.R.C.S. examination. 

Applications, giving full details, to Group Secretary, Bow 
Group Hospital Management Committee, 2a, Bow-road, E.3. 
ROYAL FREE HOSPITAL. Applications are invited from 
registered medical practitioners for the — of RESIDENT 
PATHOLOGIST (Senior House Officer). he post is for 1 year 
from Ist April, 1958. Salary and conditions of service as laid 
down by the Ministry of Healt 

Application forms may be obtained from the Secretary, Royal 
Free Hospital, Gray’s Inn-road, London, W.C.1, to whom they 
should be returned not later than 8th March, 1958. 

ROVAL FREE HOSPITAL. Applications are invited from 
istered medical practitioners for the post of SENIOR HOUSE 
“FICER in General Medicine to the Departments of Neurology, 

Peyohiont and Physical Medicine at the Royal Free Hospital. 

The appointment is full-time, resident, for 6 months in the first 

instance. Duties to commence Ist April, 1958. Salary and condi- 

tions of service in accordance with those laid down by the 

Ministry of Health for Senior House Officers 

| forms may be obtained from the Secreta Royal 

Fi ospital, Gray’s Inn-road, W.C.1, » whom they s' ould be 

returned net iater than 5th March, 1958 

ROYAL NATIONAL Schl ggg gor “HOSPITAL, “Brock- 

ley Hill, STANMORE, MIDDLESEX. lications are invited for 

the post of RESIDENT SENIOR HK ISE OFFICER (2 vacan- 
cies) for a period of 6 months. Duties to commence on 8th April, 

1958, and 13th es 1958. 

Applications to be received by 12th March, 1958. Forms of 
application can be obtained from the House Governor at 234, 
Great Portland-street, London, W.1. 

ROYAL NATIONAL THROAT, NOSE AND EAR HOS- 

and Golden-square, W.1, in 

















PITAL, Gray’s Inn-road, W.C.1, 
association with the Institute of ee pr and Otol 
invited for a post IOR HOUSE 


Semen are 
ICER from a date to be arranged. The appointment will be 

in accordance with National Health Service terms and AM 
of service and for an initial period of 6 months. 

Applications, giving full information and the names of 2 
referees, should be sent to the House Governor by at potruary: 
ROYAL NORTHERN HOSPITAL, Holloway, N.7 er 
cations are invited for the post of RESIDENT Ss NIOR HOUS 
OFFICER (pathology) for Group Laboratory, vacant oath 
March, 195 

Applications to be sent to the Hospital Secretary by Ist March, 





e 





ST. ANDREW’S HOSPITAL, Devons-road, Bow, E.3. 
HOUSE SURGEONS (2). Recognised pre-registration appoint- 


ments. 
Applications, with copy of at least 1 testimonial, should be 


sent to Hospital Secretary immediately. 





ST. GILES’ HOSPITAL, Camberwell, §.E.5. House 
SURGEON (orthopedic duties) required. Pre- or post- 
registration post. 

Apply, = age, qualifications and previous peste (if any), 


with copy timonials or names of 2 referees, to up § 
retary, Pa aberwell Hospital Management Committee, Dulwich 
ospital. S.E.22. 

ST. JAMES’ HOSPITAL, Balham, London, 8.W.12. Senior 
eo OFFIC ER (anesthetics). Post recognised for D.A. and 
F.F.A. R.C.S. Vacant Ist March. 

Applications, stating age, qualifications, experience, and 
names*of 2 referees, to Group Secretary, Wandsworth Hospital 
Group, at above address. 

ST. JAMES’ HOSPITAL, Baiham, 8.W.12. Senior House 
bey - (orthopeedic and trauma). Post recognised for 
F.R Vacant 13th March. 

yo stating age, qualifications, experience and names 
of 2 referees, to Group Secretary, Wandsworth Hospital Group, 
at above address by Ist March 
ST. JAMES’ HOSPITAL, Baiham, 8.W.12. Locum Senior 
HOUSE OFFICER (orthopedic and trauma) required from 
27th February to 12th March inclusive. 

Applications, stating full particulars and names of 2 referees, 
to Group Secretary at above address immediately. 
ST. JAMES’ HOSPITAL, Balham, London, 8.W.12. 
Locum REGISTRAR (obstetrics and gynecology) required 
from 3rd to 16th March. 

Apply. with full particulars and giving names of 2 referees, to 

















the Group Secretary at above address. 
ST. LEONARD’S HOSPITAL, Nuttali-street, London, 


N.1 (General—192 Beds.) Applications are invited from 
a or Ba registered medical practitioners for 
the post of HOUSE PHYSICIAN for 6 months. 

Applications, with 2 recent testimonials, to be sent to the 
Hospital Secretary by Ist March, 1958. Applications may be 
sent in pending the qualifying examination results being known, 
and provided these are available at the date of interview. 

ST. MATTHEW'S HOSPITAL, Shepherdess-walk, Lon- 
don, N.1. (Geriatric—320 Beds.) Applications are invited from 
roueeeres medical practitioners for the post of SENIOR HOUSE 

Apply to the Hospital Secretary within 7 days, stating 
experience and names of 2 referees. 

ST. PETER’S, ST. PAUL’S AND ST. “ST. PHILIP'S HOS- 
PITALS. Required, REGISTRAR in Anesthetics. Non-resident 
Ss on an annual basis. 

Applications (12 copies), and name and adéress of 2 referees, 
to the House Governor, St. Peter’s cor Henrietta-street, 
London, W.C.2. Closing date 8th March, 1 ls 
ST. STEPHEN’S HOSPITAL, Gheigea 8.W.10. House 
PHYSICIAN, post-registration. Resident. — medicine 
and some tuberculosis. Vacancy mid-March, 1958. 

Applications, naming 2 referees, to Medical Gapastetentees: 
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THE HOSPITAL FOR SICK CHILDREN, Great Ormond- 
street, London, W.C.1. There will be vacancies on 15th May, 
1958, for the following Senior House Officers :— 

HOUSE PHYSICI: 

HOUSE SU RGEON to the Orthopeedic and Plastic Depart- 
ments. 

Further particulars and forms of application, which must be 
returned not later than 10th March, 1958, are obtainable from 
the undersigned. 

H. F. RUTHERFORD, House Governor and Secretary. 


THE HOSPITAL FOR SICK CHILDREN, Great Ormond- 


street, London, W.C.1. There is an immediate vacancy for a 
had = me ASSISTANT MEDICAL REGISTRAR (Registrar 
grade). 


Further particulars and form of application, which must be 
returned not later than 10th March, 1958, may be obtained from 
the undersigned. 

H. F. RUTHERFORD, House Governor and Secretary. 
THORPE COOMBE MATERNITY HOSPITAL, Wali- 
thamstow, E.17. (58 Beds.) lications are invited from 
medical Women for the post of sun OR OBSTETRIC OFFICER 
a. House Officer). Vacant 6th April, 1958. The Hospital 
is ee by the Royal College of Obstetricians and 
Gynecologists. 


Applications, with full details and copies of 2 recent testi- 
monials, should be sent immediately to Secretary, Forest Group 
Hospital Management Committee, Langthorne-road, E.11 
WHITTINGTON HOSPITAL, London, N.19. _ Applications 
are invited for the following appointments: a 

= U D> Le ~ 5 IAN (general medicine). 5 posts, recognised 

on 

*HOUSE PHYSICIAN (geriatrics). 

eh ie ow ON (general surgery). 2 posts, recognised for 

ny 
*HOUSE SU RGEON (obstetrics ). 
M.R.C.O.G. in Obstetrics. 

All posts vacant Ist April, 1958 

aa a HOUSE OFFICER (casualty ). 
195 

*Pre-registration candidates who have already held a first 
onpeitanens may apply. 

+Pre-registration Santidates may apply 

Application forms obtainable from the Group Secretary, 
46, Cholmeley Park, (ARChway 3070, Ext. 527), and 
returnable to the Medical Superintendent, Whittington Hospital, 
London, N.19, by 3rd March, 1958 a 
ACCRINGTON. VICTORIA HOSPITAL. (114 Beds.) 
BLACKBURN AND DISTRICT HOSPITAL MANAGEMENT COMMITTEE. 
HOUSE SURGEON required 6th March, 1958. Post recognised 
for F.R.C.S. and approved for hoe registration pur 

Applications to aay PN. ay —- 
Committee Office, Royal saree lackburn. 
ALTON GENERAL HOSPITAL, Aiton. (136 Beds. Acute 
general.) RESIDENT HOUSE SU RGEON required for general 
surgical duties. Vacant immediately. Recognised for F.R.C.S. 
6 months’ appointment. 

Applications and copies of testimonials to be sent to the 
Hospital Secretary. 

ASCOT. HEATHERWOOD ORTHOPAEDIC HOSPITAL. 
coum REGISTRAR (orthopedics) required first 2 weeks in 
Marc 

A plications, giving full details of experience and names of 

2 referees, to Secretary. 
ASHFORD HOSPITAL, Ashford, Middiesex. (560 Beds.) 
STAINES GROUP HOSPITAL MANAGEMENT COMMITTEE. Required, 
RESIDENT HOUSE SURGEONS 4) for Traumatic and Ortho- 
pedic Unit. 6-month spoetemean, suitable for pre-registration 
candidates. Vacant 13th and 14th March, 1958. 

Applications, stating age, qualifications and experience, with 
copies of up to 3 recent testimonials, to Medical Director of 
Hospital. 

ASHTON, HYDE AND GLOSSOP HOSPITAL MANAGE- 
MENT COMMITTEE. SENIOR HOUSE OFFICER required to 
assist Consultant Geriatrician in a modern unit which serves the 
area of the Hospital Management Committee, with main duties 
at Ashton-under- ae General Hospital. There is full scope for 
the study of clinical medicine and the post is suitable for a rome 
= wishing to work for higher qualifications or interes’ 

social medicine and rehabilitation. 

Applications, together with 2 references, to the Group Secre- 
tary, General Hospital, Ashton-under-Lyne. 
BARNSLEY. BECKETT HOSPITAL. Ropliceiions ‘are 
invited for the post of HOUSE SURGEON (pre-registration 
post) at the above Hospital, a busy, acute hospital, offering 
excellent experience. 

Applications should be sent as soon as possible to Group 
Secretary, Barnsley Hospital Management Committee, 33, 
Gawber-road, Barnsley. 








2 posts, recognised for 


Vacant 12th April, 


Tienase pment 

















BISHOP'S STORTFORD, HERTFORDSHIRE. HERTS 
AND ESSEX GENERAL HOSPITAL. Applications are invited for 
ost of HOUSE OFFICER (medical) (pre-registration). Salary 
467 10s.-£522 10s. p.a., less £125 in respect of sostdention 
ay Appointment to commence 10th March. 1958 

pplications, stating age, nationality, A Ry and 
oll lence, with copies of 2 recent testimonials or names of 
referees, to Hospital Secretary. 


BARROW-IN-FURNESS. NORTH Yee peng y HOSs- 
PITAL. Applications are invited ~ | the resid osts of SENIOR 
HOUSE OFFICER (surgical) and HOUSE OF ‘ICER (surgical) 
at the North Lonsdale, ospital, Barrow-in-Furness. Both posts 
are recognised for .C.S., and are available at the beginning 
of March and immediately, respectively. The latter post is 
approved for pre- registration service. 

bg to Group Secretary, Barrow and Furness Hos- 
—~ omens Committee, 105, Abbey-road, Barrow-in- 


Sine aaNAM REGIONAL HOSPITAL BOARD. 
(1) West Bromwich Group, Edward-street, 
Bromwich 

(a) REGISTRAR (anesthetics). Duties at West Bromwich 
and District General Hospital, Hallam Hospital, West Bromwich, 
and the Midland Centre for Neurosurgery, Smethwick. Experi- 
ence specialty required. Married quarters available. 

(b) REGISTRAR (general st ry), West Bromwich and 
District General Hospital (144 Beds). Recognised for F.R.C.S. 
Resident. Married quarters available. Higher qualifications an 
advantage. 

(2) ~~ ical Trent Group, 


West 


— Princes-road, Stoke-on- 
REGISTRAR, (medical—chest diseases). Duties alternati 
between Cheshire Joint Sanatorium, City General Hospital an 
Stoke-on-Trent Chest Clinic. Post offers wide experience in the 
investigation and medical and surgical treatment of tuber- 
culosis and other chest diseases. Resident or non-resident. 
Possibility of married accommodation becoming available later. 
(3) Birmingham (Selly Oak) Group, Oak Tree-lane, 
Birmingham, 29 
REGISTRAR (orthopedic) required, Royal Orthopedic 
Hospital, Birmingham. Unfurnished bungalow available at 
moderate ren Primary F.R.C.S. desirable. Experience in 
orthopedic surgery. 
(4) Shrewsbury Group, 
Lassa 4 
(a) REGISTRA (psychiatry), whole- Aine, Shelton Mental 
ospital. Previous experience general medicine desirable. 
my) REGISTRAR (radiology—radiodiagnosis), Shrewsb 
Group and Robert Jones and Agnes 


Hunt Orthopedic Hospita: 
Oswestry. Resident or non-resident. 
(5) South Warwickshire Group, 50, 
Leamington Spa 
REGISTRAR (general surgery), Warneford Hospital, Leam- 
ington Spa (197 Beds). Resident. Experience s rx essential. 
Higher qualification an advantage. Approved for CS. 
Application forms from Group Secretaries, to be Teturned by 
ka iit nat le Resi 
BIRMINGHAM, 13. SORRENTO MATERNITY HOS- 
PITAL. (106 Beds, including 24 premature baby cots.) OBSTE- 
TRIC HOUSE SURGEON. Recognised for D.Obst. R.C.O.G. 
Hospital affiliated to Birmint taa8. Medical School for training 
of students. Vacant Ist Apri 
Applications to ‘Obstetrician by 5th March. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. The following — appointment is available for the 
period ending 6th July, 1 
The Genera! Seeoteat 
HOUSE SURGEON to the Gynecological Department. 
Forms of application may be obtained from the Secretary, 
The United Birmingham Hospitals, Queen Elizabeth Hospital, 


Royal Gatep Infirmary, 


Holly-walk, 











Birmingham, 15, and should be returned to him as soon as 
ESE “# a 
no gee eae THE UNITED BIRMINGHAM HOS- 


PITALS. THE CHILDREN’S HOSPITAL, Ladywood-road, BIRMING- 
HAM, 16. HOUSE OFFICER (medical) required for the Profes- 
sorial Unit for 6 months from 7th April, 1958. 
Forms of a pal be ret may be obtained from the House Gover- 
nor and sho be returned not 4 than 8th March, 1958. 
A. PHALP, Secre' to the Board of Governors. _ 
~ QUEEN'S ~~ HOSPITAL. (640 
general beds.) BLACKBURN AND STRICT HOSPITAL MANAGE- 
MENT COMMITTEE. SENIOR HOUSE OFFICER. (medicine) 
required 23rd March, 1958, for acute medical unit (approxi- 
mately 60 Beds). 
Applications, with names of 2 referees, to Group Secretary, 
Blackburn tal anngunees Committee Office, Royal Infirmary, 
ac 
sate AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEE. GROUP LABORATORIES. RESIDENT PATHO- 
LOGIST (Senior House Officer grade). Now vacant, tenable for 
12 months and recognised for the Dip. Path. 
Applications, stating age, nationality, qualifications and 
qociass, together with the names of 2 referees, to Group 
ecretary, The Royal Infirmary, Bolton. at 
SouRaamGUTA (near). CHRISTCHURCH HOSPITAL, 
CHRISTCHURCH, HAMPSHIRE. (334 Beds.) BOURNEMOUTH AND 
EAST DORSET HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
SURGEON (pre- —- interne) required for post becoming 
vacant on 18th Mare 
Applications to the M icepical Secretary. 
BOURNEMOUTH. ROYAL VICTORIA HOSPITAL, 
Shelley-road. BOURNEMOUTH AND EAST DORSET “ 
MANAGEMENT COMMITTEE. Ap lications are invited for the 
diat cppelnimess | of GENERAL HOUSE SURGEON. 


SLACKBURN 














BARROW-IN-FURNESS. DEVONSHIRE ROAD HOS- 
PITAL. Applications are invited for the resident post of SENIOR 
HOUSE OFFICER (pediatrics) for the Pediatric Unit at the 
above Hospital. The post, which is available at the end of April, 
ood inpatient and outpatient ——- in atrics, 

include the care of a ward for medical cases (adults) 
= infectious diseases (children and adults). 

Applications, giving age qualieetions and experience, and 
names of 2 referees, to the Group Sec , Barrow and Furness 
Abbey-road, Barrow-in- 


——— Management Committee, 1 erth 


56 


urness 





pF post is for the F.R.C.S. examination and pre- 
tration purposes. 
Application to the Hospital Secretary. me ace 
BOURNEMOUTH. ROYAL VICTORIA HOSPITAL, 
Shelley-road, BOSCOMBE. (494 Beds.) ee: — wo 
DORSET HOSPITAL MANAGEMENT COMM Ore 
invited for the appointment of SENIOR H HOUS OFFICER in in 
Pathology. The successful applicant will have opportunities for 
experience in all 4 degustenante of the Laboratory, which 
recognised for the eer toe in Pathology. 
Applications to the Secretary 
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ye terre CORNWALL. ST. LAWRENCE’S HOSPITAL. 

lications are invited for the post of JUNIOR HOSPITAL 
M DICAL OFFICER, to become available on Ist April, 1958, 
at the above Mental Hospital of 1250 Beds. National Health 
Service salary (£852 10s. p.a.—€55(6)-£1182 10s. p.a.) and con- 
ditions. Incremental concessions for special experience or qualifi- 
cations. Residential accommodation for single man. 

Applications, giving full details and names and addresses of 

3 referees, to be sent to the arose Secretary, St. Lawrence’s 
Hospital, Bodmin, as soon as possible. 
BOGNOR WAR MEMORIAL HOSPITAL. («32 Beds.) 
RESIDENT SENIOR HOUSE OFFICER required to work 
under visiting Consultant Surgeon and Physician; also casualty 
work. Salary £819 10s. less £150 p.a. for residence. Modern fully- 
equipped theatre. Good liaison with Chichester main hospitals 
and with local » ciency Also gives opportunity for post- 
graduate 

Apply, ssvine t 3 referees’ names, to Group Secretary, Chichester 
Group Hospital Management Committee, 174, Broyle-road, 
Chichester. They nis oe EM 
BRIGHTON GENERAL HOSPITAL. a one are 
invited for the appointment of HOUSE RGEON to the 
Cringe Unit. A in accordance with national scales. 
This post is d as a pre-registration appointment. 

Applications, stating porte? particulars, and giving the names of 

referees, should be sent to the Physician-Superintendent, 
Brighton General Hospital. Elm-grove, Brighton 
BRIGHTON, 7. ROYAL SUSSEX COUNTY HOSPITAL. 
(314 Beds.) HESIDENT. PATHOLOGIST (Senior House Officer 
omen required for Area Laboratory. Good experience in all 

ranches of clinical pathology. 

Applications, stating qualifications, 
naming 2 referees, to the Administrative Officer. 
BRIGHTON. ROYAL SUSSEX COUNTY HOSPITAL. 
(314 Beds.) CASUALTY HOUSE SURGEON required Ist 
March. Duties include work in Orthopedic and Traumatic Unit. 
Recognised for pre- — on and F.R.C.S. 

“ASenestions, stati age, qualifications, &c., and naming .2 
referees, to the a nistrative Officer, Royal’ Sussex County 
Hospital, Brighton, 7 

ROYAL SUSSEX COUNTY HOSPITAL. 


BRIGHTON. 
(314 Beds.) 
HOUSE PHYSICIAN (pre-registration) required early April. 
HOUSE SURGEON (pre-registration and recognised for 
we _ C.S.), vacant mid-March. 











experience and 








App plications, stating usual particulars, and naming 2 referees, | 
to the 


“+; ommaneenee Officer, Royal Sussex County Hospital, 
Brighton, 7. 
BRISTOL. COSSHAM AND FRENCHAY HOSPITAL 
MANAGEMENT COMMITTEE. SENIOR HOUSE OFFICER in 
Pathology required Ist April, 1958, at Frenchay —r (542 
Bed eneral medicine, general surgery os thorac neuro- 
surgical and plastic units for the South West). Post may be 
resident or non-resident but residence essential when on call. 
It provides training in all branches of Clinical Pathology. 
Laboratory is recognised for Diploma in Pathology. Some duties 
in connection with the Regional Blood Transfusion Service. 

Detailed applications, a | 2 referees, to the Group Secre- 
tary, Frenchay Hospital, Bristo 
BURY AND ROSSENDALE HOSPITAL MANAGEMENT 
COMMITTEE. HOUSE SURGEONS (3). —_ are invited 
for 3 pre-registration posts in General Surgery which will be 
falling vacant during February, 1958. 2 of the its are at ef 
General Hospital and the third at Rossendale General Hospi 

Ly By age, qualifications and other details, to the 
Group retary at Bury General Hospital, Bury, nee a 
BURY ST. EDMUNDS. WEST SUFFOLK GENERAL 
HOSPITAL. (262 Beds.) Applications are invited for the following 


posts :— 

(a) HOUSE OFFICER (pre- tration) or SENIOR ot ged 
Shey ER for nee = asualty duties. Recognise 
F.R.C.S. (surgical). t immediately. 

(6) JUNIOR HOSPITAL MEDICAL OFFICER for Casualty 
duties. Resident post for single person, otherwise non-resident. 

Inquiries and applications to Hospital Secretary. 

BURY ST. EDMUNDS. WEST SUFFOLK GENERAL 
HOSPITAL (262 Beds.) Locum Tenens HOUSE PHYSICIAN for 
general medica] duties required from 1st to 15th March inclusive. 

Inquiries and applications to Hospital Secretary 























CANTERBURY. KENT AND CANTERBURY HOS- 
PITAL. (277 Beds.) E.N.T. and Eye Departments. SENIOR 


HOUSE OFFICER. Salary £819 10s. p.a. Post now vacant. 
Approved for F.R.C.S. and special diplomas 

Applications, together with copies a 2 recent testimonials, to 
be addressed to the Hospital Secretary at the above Hospital. 





CANTERBURY. ho gg ahd AND CANTERBURY HOSPI- 
TAL. (277 Beds.) T a ost of GENERAL SURGICAL AND 
UROLOGICAL HOUS SURGEON (pre-registration or third 
ost), which is for the F.R.C.S., is now vacant. 


ational Health Sarvies salary and conditions. 
Ap Mg together with copies of 2 recent testimonials, to 
the Hospital Secretary at the above Hospital. 
CARLUKE LANARKSHIRE. LAW (790 
fications are invited for the undernoted posts :— 
HOUSE OFFICER in Orthopedic Surgery. ‘The unit ‘consists 
J Y n opeedic e cons 
of a — ane —_ with — orth di work 
a large part of Lanarkshire, and offers excellent experience. 
(c) "REST. ENT HOUSE SURGEON (pre- or ration) 
for the 6 months commencing, Ist yepeuary. 1958. 
(qd) Locum ANASTH T (Senior House Officer or Junior 
Hospital Medical Officer grading) for a period of 2 months. 
Applications, stating age, qualifications and previous 
experience, together with the names of 2 referees, should be 
sent to the Group Medical Superintendent, Law Hospital, 
Carluke, as soon as possible. 





HOSPITAL. 








CARSHALTON, SURREY. QUEEN MARY'S HOSPITAL 
FOR CHILDREN. (A general children’s hospital of 550 Beds.) 
RESIDENT MEDICAL REGISTRAR required to a firm 
comprising 180 Beds, including acute medi (60 Beds), polio- 
myelitis, rheumatism, and long-stay wards, and with certain 
medical administrative duties. 

Applications, on forms obtainable from the Group Secretary, 
should be returned enimediately. 

CARSHALTON, ‘ST. HELIER HOSPITAL. 
(733 Beds.) CASUALTY. OFFIC ER (Senior House Officer). Post 
d for F.R.C.S. Vacant early April. 

Apotestions, stating age, qualifications and experience, with 
copies of testimonials and the names of 2 referees, should be 
sent to the Group Secretary at above address. ” 
CHELMSFORD AND ESSEX HOSPITAL. (161 Beds.) 
i are invited for the post of RESIDENT HOUSE 

Pre- tion post. The post offers good surgical 
experience: d for the F.R.C.S. 

Applications, together with 2 recent testimonials, to the 
Secre , Chelmsford Hospital Management Committee, 
London-road, Chelmsford. eT eS 

(220 Beds.) 











CHELTENHAM GENERAL HOSPITAL. 
HOUSE SURGEON required (pre- or 
lst a 1958. The post offers a wide experience in general 
— gery , cology, and orthopedic surgery. Post recognised 
‘or the 


frm) a moe with hames of 2 referees, to be sent to Secretary, 
General Hospital, Chelt 
CHELTENHAM MATERNITY HOSPITAL. Cheitenham 
owl a MANAGEMENT COMMITTEE. Applications are 

nvite m registered medical practitioners for the appointment 
- RESIDENT OBSTETRIC OFFIC ER. The Hospital, which is 
recognised for the purpose of training for the D.Obst. R. C.0.G., 
has 50 Beds and deals with the majority of abnormal midwifery 
cases in North East Gloucestershire. The Ree is 
for a period of 6 months and the salary will less 
charge for residential emoluments. The appointment is vacant 
immediate] y. 

Applications, stating , qualifications and experience, and 

accomp: by one of 3 recent testimonials, should be sent 
to the Secretary, Cheltenham Group Hospital Management 
Committee, General Hospital, Cheltenham. 
CHERTSEY, SURREY. ST. PETER’S HOSPITAL (9 
Botleys Park War 4 4 Beds.) RESIDENT HO 
SURGEON (Senior fficer - Intern) required for 
Gyneecological (30 Beds) and E.N.T. puscemantey 14 Beds) 
De artments. Salary in accordance with terms and conditions 
of me Health Service. Post vacant April. 

_— cations, together with names and addresses of referees, 
to *hysician-Superintendent, St. Peter’s Hospital, as soon as 


CHERTSEY SURREY. ST. PETER’S HOSPITAL. (430 
Beds.) ORTHOPEDIC REGISTRAR required from mid-May. 
eat ne for F.R.C.S. Hospital may be visited by arrange- 
ment with Physician-Superintendent (Tel. Ottershaw “> 
Ap -_ - forms from Secretary, Woking and poor 
Hoop ment Committee, Huntingdon, Guildfo - 
ae urrey. Closing date, 5th March. 
Fad coed wed SURREY. ST. PETER’S HOSPITAL (iate 
Botleys Park War Hospital). (430 Beds.) ORTHOPACDIC 
HOUSE SURGEON (Senior House Officer or House Officer 
(intern) grade). 100 orthopedic beds. Post recognised for 
and “conaitions of service. Salary in accordance 
tions of National Health Service. Post 
vacant, 21st April, 19 


Applications, t ther with names and addresses of referees, 
to be sent to the Physician-Superintendent, St. Peter’s Hospital, 


Chertsey, Surrey. a Pea cae 
CHICHESTER. AHOYAL WEST SUSSEX HOSPITAL. 
(202 acute beds.) RESIDENT HOUSE SURGEON required 
for 6 months’ appointment. Natio: les for vither 
provisionally or y registered pencteenees. Post approved for 
pre- tration practitioners, and S. 8 residents. Vacant 
end of February. 

‘Applications, stating age, ¢ ex =e qualifications, with refer- 
ence or names of referees, to Senior Administrative Officer. _ 
COLCHESTER GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for 

‘Locum Tenens ORTHOPACDIC REGISTRAR with duties at 
Black Notley and Essex County Hospitals requi: feanpodingely 
until 31st March, gy also some duties at The London Hospit 

Essex County sry Colchester (189 ) 

Post of HOUSE. sun for F.R.C.S. 

third or pre-registration pa, 























. second, tenable for 

6 months. 
Post of SENIOR HOUSE OFFICER (Casualt d Radio- 
orery) Post tenable for 6 months or 1 year. ised for 

st. seers Hospital, Colchester 

Post of SENIOR HOUSE OFFICER (Resident Medical 
Officer) for —_ Unit. Includes duties in connection pes 
medical and surgical patients accommodated at hospital and 


duties at Essex Count; Hospital (general medical). Post tenable 
eS 6 or 12 months. Hosp 

Applications, with amy ‘of 3 testimonials, Pre 4 

Colchester Group Hospital Management Committee, 14, Pope’s- 
lane, Colchester, Essex. 

= or CITY HOSPITAL. poten spon dh. geen an 

DERBY NO. 1. HOSPITAL MANAG COMMITTEE 

app Applications oad invited for the post of OBSTETRIC HOUSE 

or ane or Senior coum Officer. we tne 

Ist OE. Noss 


pes it is Obstetrics by the 
Royal College of Obstetricians and Ganclemtet held by 
Senior House Officer. 
Applications, , Stating age. qualifications and experience, with 
copies of 2 testimoni: should be sent to the Medical Super- 
57 





intendent, City Hospital, Derby. 
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DERBY. DERBYSHIRE ROYAL INFIRMARY. (416 ENFIELD, MIDDLESEX. CHASE FARM HOSPITAL. 
Beds.) HOUSE SURGEON (pre-registration) or SENIOR RESIDENT HOUSE PHYSICIAN (Senior House Officer de) 
HOUSE OFFICER (general surgery). Vacant 9th Ra aaas required 10th April, 1958, for general medical and pediatric 


Recognised for F.R.C.S. if held by Senior House Office 

Apply, stating full details, with copies of 2 recent testimonials, 
te Secretary. pute 
DERBY. DERBYSHIRE ROYAL hs; (Otolaryng La 
Beds. Recognised training post for F.R.C.S. (Otol: 

SHEFFIELD REGIONAL HOSPITAL BOARD. Whole-time on esiD 
or NON-RESIDENT REGISTRAR (E.N.T.) required. prone ond 
ment for 1 year in first instance. 

Apply to rig * Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 3rd March, 1958, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 

DARLINGTON (near). AYCLIFFE HOSPITAL — 
MENTAL DEFECTIVES, HEIGHINGTON, near DARLINGTON 
DURHAM. Locum JUNIOR HOSPITAL MEDICAL OFFIC ER 
required for an approximate period of 6 weeks commencing on 
10th March, 1958, at the above Hospital. Salary £19 5s. per 
week, less an amount of £3 5s. 2d. per week in respect of residen- 
tial accommodation. 

Applications to the Medical Superintendent. 

T. H. ALLAN, Group Secretary. — 
DEWSBURY. THE GENERAL HOSPITAL. Applications 
are invited for the teeta vacancy of HOUSE OFFICER 
(general surgery and E.N.T.) 

Applications, giving full details, to the Administrative Officer 
at the Hospital. 

DUNDEE. MARYFIELD HOSPITAL. Applications ar 
invited for the post of RESIDENT SENIOR HOUSE OFFICER 
in an acute Geriatric Unit (59 Beds) for assessment and rehabilita- 
tion and long-term Unit (56 Beds) supervised by a Consultant 
specialising in geriatrics in a teaching hospital. The appoint- 
ment offers excellent clinical experience in the diagnosis and 
treatment of acute and other illnesses of the elderly. 

Applications, stating qualifications and names of 2 referees, 

to the Medical Superintendent. 
DUNDEE. MARYFIELD HOSPITAL. Applications are 
invited for the post of RESIDENT HOUSE OFFICER in an 
acute Geriatric Unit (59 Beds) for assessment and rehabilitation 
and long-term Unit (56 Beds) supervised by a Consultant 
specialising in geriatrics in a teaching hospital. The appoint- 
ment offers excellent clinical experience in the di osis and 
treatment of acute and other illnesses of the elderly. ecognised 
for pre-registration. 

Applications, stating qualifications and names of 2 referees, 
to the Medical Superintendent. 
DURHAM. COUNTY HOSPITAL. (116 Beds.) Senior 
HOUSE OFFICER in Orthopedics required immediately. 
Resident. The County Hospital is the main Orthopedic and 
Accident —~ in a busy mining and industrial area. Experi- 
ence can be obtained in all branches of orthopedics. 


Applications, with particulars of previous experience and 
—— of 2 referees, to Group Secretary, Dryburn Hospital, 
Jurham. 


DURHAM. COUNTY HOSPITAL. (116 Beds.) Resident 
HOUSE SURGEON required in Orthopedics and Casualty. 
Post rec ised for pre- istration purposes. This post offers 
facilities for good and varied experience in a busy orthopedic 
and accident hospital which serves a wide mining and industrial 
area 

Apply, giving °, experience and names of 2 referees, to the 
Group Secretary, Dryburn Hospital, Durham. 
EAST ANGLIAN REGIONAL HOSPITAL BOARD. 
RADIOLOGICAL REGISTRAR, Ipswich and East Suffolk 
Hospital (Anglesea-road Wing), Ipswich. The Department is 
the centre for consultant radiological services for the PS ai 
Hospital Group. Post recognised for D.M.R.D. Il 
examination. Appointment for 1 year, renewable for W . year. 

Applications, stating age, experience, and the names of 3 
referees, to the Board’s Senior Administrative Medical Officer, 
117, Chesterton-road, Cambridge, by 10th a 1958. Candi- 
dates invited to visit hospital by .direc ment with 
Hospital Management Committee | ME ann at the Hospital. 

EAST GRINSTEAD. ~ QUEE N VICTORIA HOSPITAL. 
RESIDENT HOUSE OFFICER (Male or Female) required imme- 
diately for General Hospital. Appointment for 6 months in first 
instance ; recognised for pre-registration purposes, and for 
F.R.C.S. examination. 

Apply, stating age and experience, with names of 3 referees, 

to Hospital Secretary. 
EDINBURGH. PRINCESS MARGARET ROSE ORTHO- 
PZDIC HOSPITAL. Applications are invited from tered 
medical practitioners for appointments as SENIOR HOUSE 
OFFICERS (resident) in the adult and children’s wards of the 
above Hospital for riods of 6 months commencing Ist April, 
1958. National Health Service scale. 

Applications, stating age, qualifications and e rience, the 
names of 2 referees, and preference for adult or children’s work 
to be sent immediately to the Secretary, Edinburgh Central 
Hospitals, 1, Rillbank-terrace, Edinbu 
EDINBURGH NORTHERN GROUP OF SPITALS. 
JUNIOR HOUSE OFFICER (resident) required for Respiratory 
Diseases Unit, Northern General Hospital, commencing on Ist 
April, 1958. Salary scale £467 10s.-£577 10s. p.a. 

Applications, with names of 2 referees, to the Medical Super- 

intendent, Western General Hospital, Edinburgh, 4, from whom 
further particulars may be obtained. 
ENFIELD, MIDDLESEX. CHASE FARM HOSPITAL. 
RESIDENT HOUSE SURGEON—third post. Vacant 30th 
March, 1958. Post provides experience and duties in general 
surgery and ortho ics. 6-month appointment. Post recog- 
nised for F.R.C.S. 

Applications, with the names and addresses of 2 referees, to the 
Group Secretary, Enfield Group Hospital Management Com- 

















mittee, at Chase Farm Hospital. 


58 





duties. 12-month appointment. 

Applications, and the names and addresses of 2 referees, to the 
Group Secretary, Enfield Group Hospital Management Com- 
mittee, at Chase Farm Hospital. 
ENFIELD, MIDDLESEX. CHASE FARM HOSPITAL. 
RESIDENT HOUSE SURGEON, pre-registration post. Vacant 
3rd March, 1958. Duties with general surgical unit, doing some 

nito-urinary work. Past recognised by the Royal College of 
Surgeons. 6 months’ appointment. 

a. with the names and addresses of 2 referees, to the 

Group retary, Enfield Group Hospital Management Com- 
sine, oo Farm Hospital. 
ENFIELD. WAR MEMORIAL HOSPITAL, Chase Side, 
ENFIELD, MIDDLESEX. RESIDENT SENIOR HOUSE OFFICER 
required middle March, 1958, for General Medical and Surgical 
— in acute General Hospital of 61 Beds. 12 months’ appoint- 
men 

Sette. with names and addresses of 2 referees, to the 
Group Secretary, Enfield Group Hospital Management Com- 

mittee, Chase Farm Hospital, The Ridgeway, Enfield. 








FARNBOROUGH HOSPITAL, Kent. (800 Beds.) House 
PHYSICIAN required immediately. Recognised for M.R.C.P. 


Duties include care of 50 acute general medical cases, medical out- 
patient work and research with occasional psychiatric duty in 
—— ward. Preference to pre-registration candidates. 

pply, stating age, marital state, qualifications, with dates, 
oul ence and names of 3 referees, to Administrative Officer, 
quoting reference H. 


FARNBOROUGH HOSPITAL, ‘Kent. (800 Cede) 
SURGEON ces 4th March. Recognised for F.R.C 


registration post. 
Apply immediately, stating age, qualifications with dates, and 
expe! HS. and naming 3 referees, to Administrative O 


(Ref. 
Q@LAsSG E.1. EASTERN DISTRICT HOSPITAL. 
HOUSE OFFIC ERS (2) required immediately for Surgical Unit 


gtteuse 
Pre- 





of Eastern District Hospital for the period Febru: to July, 
1958. Pre-registration posts. Active and busy Outpatient 
Department. 

Applications to Mec to Medical Superintendent. Pe a 
@Lasaow Fy a heme: HOSPITALS BOARD OF 


MANAGEMENT. eee = are invited for a post of SENIOR 

HOUSE OFFIC tetrics and Gynecol at Stobhill 
General Hospital, Glasgow. The appointment will be for 1 year 
in the first instance. 


Applications, stating age, qualifications, experience and 
jane ob, Se on naming 2 referees. to be lodged with the 
ag , Woodside-place, Glasgow, C.3, by 28th February, 


GLASGOW NORTHERN HOSPITALS BOARD O 
MANAGEMENT. Ap era are invited for the post of SENIOR 
HOUSE OFFICER for duties — — fee at Robroyston 


Hospital, Glasgow, with a few sessions in logy at another 
hospital in in — The appointment will be be for 1 year in the 


Applications, stating age, qpetioetens, experience and 
resent appointment and ay referees, to be | d with ‘the 
Recretary, 13, Woodside-place, Glasgow, C.3, “ 28th February, 
HASTINGS AND 8ST. LEONARDS. BUCHANAN HOS- 
PITAL. (91 Beds.) Locum HOUSE SURGEON ( eres ee 
required. 13th March-28th March inclusive. £10 9s. 


a week, less 
to the Administrator, 


Apply, with names of 2 referees, 
Buchanan Hospital, St. Leonards-on-Sea. 
HASTING R L EAST 8U X HOSPITAL. (150 
Beds.) Applications are invited for the _" of HOUSE 
SURGEON ry/E.N.T.—pre-registration), vacant now. 
This Hospital : the main surgical hospital in "the Hastings area 
-= the post offers = experience. 








Apply, with onials or the names of 2 referees, to 
Hospital Administrator. 
HILLINGDON H ITAL, Uxbridge, Middiesex. (621 


Beds.) HOUSE PHYSICIANS. Appointments recognised for 
M.D. (Lond.) Branch 1 og for pre-registration House Officers. 
_ vacant middle March. 
pply, stating age, qualifications, nationality, experience, 
er with copies of not more than 3 recent testimonials, to 
Medical Director by 3rd March. 
HILLINGDON HOSPITAL, Uxbridge, Middiesex. (621 
Beds.) REGISTRAR in General and Traumatic Surgery. Candi- 
dates may visit Hospital by direct appointment. 
Application form = ebtaivable a. > returnable to, Group 
retary, Uxbridge Group Hospital a ment Committee, 
The Furze, Pield Heath-road, Uxbridge, Middlesex, by 3rd March. 
HOLT, a — HOSPITAL AND 
DEPARTMENT OF THORA App plications are invited 
for the appointment of RESIDENT rSENI R HOUSE OFFICER 
which 1 become vacant on Ist April, 1958. The Hospital 
(180 Beds) deals with tuberculous and non-tuberculous chest 
conditions and — excellent experience in chest medicine 
ar thoracic —_y a 
an 








experience, together age, sex, qnghpeatioms, nationalit 
oq = her with names of 2 referees, to the Group 
Cromer Area _ Hospital Management > 


Cit on “Cromer, Norfolk, who will be pleased to supply 
any other information concerning the appointment. 

HOVE GENERAL HOSPITAL. Senior House Officer 
(recognised for F.R.C.S.) required on 17th April, — Duties 


of Resident Surgical Officer. Appointment for 1 y 
age, qualifications and "fall: details of 





experience, together with names and addresses of 2 referees, 
the Administrative Officer, Hove General Hospital, Sackville- 
» Hove, 3. 
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HOVE GENERAL HOSPITAL. Pre-registration House 
SURGEON (with ward and ag f duties ) ig yet fora paren 
of 6 months from 10th March, 195 This pos ised for 
the F.R.C.S. and provides a wide experience in an prem ay surgical 


unit. 

Applications, stati age, qualifications aan full details of 
experience, together with the names and addresses of 2 referees, 
to the Administrative Officer, Hove Gegeral Hospital, Sackville- 
road, Hove, 3. 

HOVE GENERAL HOSPITAL. Breve istration House 
PHYSICIAN required on 18th March, 1958, for a period of 
6 months. Excellent clinical material available. Post is suitable 
for candidate working for a higher degree. 

Applications, stating age, qualifications, and ry Ppa of 
experience, together with names and addresses 2 referees, 
to ag oy apps Officer, Hove General Hoepieal, Sackville- 
ro ove, 








HUDDERSFIELD ROYAL INFIRMARY. (285 Beds.) 
HUDDERSFIELD ye Ne agen wie COMMITTEE. Applications 


tered medical practitioners 
for the post of H Use ra SICIAN, to commence duties 
Ist March, 1958. Salary in accordance with national 

Applications, together with copies of 3 recent testimonials, t 

be addressed to the undersigned as en as possible. 
H. JOHNSON, 
Secretary to the Sicomenat Committee. 

The Royal Infirmary, Huddersfield. 

HUDDERSFIELD ROYAL INFIRMARY. (285 Beds.) 
HUDDERSFIELD HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
SU wre required to commence duty immediately. The 
— is ognised as a pre-registration appointment tad for 
he F. R. ak s. i Selery in accordance with national 
ote together with copies of 3 recent testimonials, 
to be addveesed to the undersigned as soon as possible. 
J. JOHNSON, 
Secretary to the Management Committee. 

The Royal Infirmary, Huddersfield. 

HULL. VICTORIA HOSPITAL FOR SICK we gy 
Park-street. HOUSE SURGEON required immediate pare Recog- 
nised for D.C.H. An interesting and varied post whic includes 
outpatient and casualty work. 

Applications, together with details of experience, testi- 
monials, &c., to the Hospital Secretary. 
HUNTINGDON COUNTY HOSPITAL. Applications are 
invited for aed of HOUSE OFFICER (surgical) now vacant. 
Post recognised for pre- ae on purposes. 

Apply, with full partic 
Secretary, County Hospital, Huntingdon. 

IPSWICH AND EAST SUFFOLK HOSPITAL (Anglesea- 
ROAD WING). (356 Beds.) Applications are invited for the post 
of HOUSE yoy a to the E.N.T. amd Ophthalmic Depart- 
ments. The t is recognised for pre-registration and for the 
D.L.O. exam then. 

AE ae ving full particulars and copies of recent 

onials, to Hospital Secretary. 

IPSWICH AND EAST SUFFOLK HOSPITAL (Angiesea- 
ROAD WING). (356 Beds.) Applications are invited for the Post 
of HOUSE SURGEON to the ———— and Orthopedic Depart 
ment. Approved SP ghee. mye registration post. 

as th copies of recent testimonials, to the Hos- 
pi retary 


Heath- 


are invited from_provis' 

















IPSWICH AND EAST SUFFOLK HOSPITAL 


ROAD WING), IPSWICH. Pre-registration post of HOUSE SUR- 
=e a, General Surgeon vacant. Recognioed for R.C.S. 
examina 


Aeolineiiens, with copies of recent testimonials, to Hospital 
Secretary. 


atl La DISTRICT VICTORIA HOSPITAL 
KEIGHLE HIRE. (General—139 Beds.) ) RESIDENT 
HOUSE ‘PHYSICIAN ne uired immediately for period of 4 
months or for full term of 6 months. Approved pre-registration 
a. 4 residents on staff. 
a. with va particulars as to age nations om 
u gy ane § copies of 2 testimonials, to be sent to 
retary, anagement Committee, 17, St. John’ 8 


Hospital, Keigh Hy as soon as possible. 
LEED T 
GENERAL INFIRMARY AT LEEDS. SENIOR HOUSE OFFICER 


in E.N.T. Department required for a period of 6 months. Post 
vacant now. Terms and conditions of service for hospital medical 
staffs apply. 

Applications, giving details of age, qualifications, posts held 
with dates, and 3 names for reference, should be sent to the 
Secretary to the Board, as soon as possibl le. 

LEEDS. THE UNITED LEEDS HOSPITALS. THE 
GENERAL INFIRMARY AT LEEDS. RESIDENT ORTHOPAZDIC 

OFFICER required, of Senior House Officer status. The post 
will initially be for 6 months and will be renewable for a further 
— of 6 months po poe SD Terms and conditions of service 
‘or hospital medical staff ap 

wtih baton cations, stating a sy 

ates, and 3 names for re erence, to be =~ to the 





Tcattacations, previous experience 
Secretary 





oe Board, The General Infirmary, Leeds, 1, by 4th March, 
LEEDS. THE UNITED me. a, HOSPITALS. THE 
o NERAL INFIRMARY AT RESIDENT MEDICAL 


FFICER required at the IDA "AND ROBERT Leon pap ahora 
HOSPITAL kridge, Leeds. The Hospital is used as a 
convalescent annexe to the teaching hos gy The post invo! es 
some regular duties at the Genera rmary at Leeds. 
Residential accommodation available for - person; house 
available for married officer at reasonable Appointment 
tenable for 1 year. Post vacant now. The post is of Senior 
House Officer status. 

Applications, giving age, eeeieiems. posts held with dates, 
and 3 names for reference, should be sent to the Secretary to 
the Board, as soon as possible. 


and names of 2 referees, to 





. Sane. yg tg LEEDS HOSPITALS/LEEDS REGIONAL 
App plications are invi for the post of 

SENIOR REGISTRA in Psychiatry associated with the Leeds 
University Department of Psychiatry. The successful candidate 
will undertake duties in connection with the clinical ae ond 
research work of the Department at the General Infirm 
St. James’s Hospital, Leeds. Candidates should hold high — 
——_ and a Diploma in Psychological Medicine or 
equiv, 

Serpeesene, stating age, qualifications and details o: dladreases 
rye aan. showi ng oo dates, ea a with the names ane 

3 referees, shoul be forwarded to the Secretary, J 
trars Committee, Park-parade, y Pt, by 5th March, Rs. 
LEEDS REGIONAL HOSPITAL BOARD. Senior Regis- 
TRARS in Psychiatry for duties at :— 

(i) Storthes Hall Hospital, Kirkburton. near Huddersfield 
(2600 Beds), and associated clinics. Duties will also include visits 
and E. rh 4 om at the General Infirmary at 


ds. 

(ii) De la Pole Hospi tal, Willerby, Hull oom Beds). This hos- 

female as a high adm: ion-rate an +o te neurosis unit for 
‘emales. Duties also include visits to the ychiatric Day Centre, 

Hull, and an outpatient clinic at Goole. Small flat av: ble for 
married person, otherwise non-resident. 

Successful candidates for both appointments will undertake 2 
clinical sessions (which may include research ) in association with 
the yy of Fepekioiey of the University of Leeds. Candi- 
dates hese appointments should hold the D.P.M. or 
equivalent qualification. 

Applications, stating age, qualifications and details of a ot nocet 
ments held sho dates, together with the names 1 
of 3 referees, should be forwarded to the Secretary, Joint Regis- 
trars Committee, Park-parade, Harrogate, by 5th March, 1958. 
LEEDS REGIONAL HOSPITAL BOARD. Registrar 
vacancies. 

Anesthetics 

Duties in the Hull A, B, and East Riding Groups. Rosuied 
Non- ee —— R.C.S. Duties may include thoracic anssthesia 

on- en 


hest Diseases 
sates . eat = Sanatorium, Cottingham, East Yorkshire 


paces yy 


ea at {falifax General Hospital (110 general medical beds). 





—, 
General S 
Duties at derfields General Hos ~~ BS (70 oy surgical 
beds). Post et tye duties of Residen' ical Offi Recog- 
nised for F.R.C.S. Accommodation available for a cingi person. 


qualifications and details of present 


Applications, stating age. 
ther with the names 


one previous apoomtaente, with dates, 
of 3 referees, to the Secre Joint 

Committee, Park-parade, Harrogate, by 26th Feb , 1958. 
LEICESTER vo pegrte HOSPITAL AND CHEST 
UNIT. (266 Beds.) EFFIELD REGIONAL HOSPITAL BOARD. 
Whole-time REGISTRAR (chest and infectious diseases) 
required. This —. offers interesting work, having units 
for infectious diseases and forms of chest diseases, complete 
thoracic surgical unit and outpatient sessions for chest 

and cardiology. Single A va aan mmeaes is available. Appoint- 


ap 4 'J"ten tary, She fe . et mal Hospital Board 
AD re e O) osp 
Old Rilwood- road, Sheffield, by 3rd March, 1958, giving age, 


nationality, qualifications, present and previous appointments 
with dates. 





» A ~ 3 referees. 
LEICESTER (near). CARLTON HAVES MENTAL 
HOSPITAL, NARBOROUGH, LEICESTERSHIRE. LEICESTER NO. 4 HOS- 
PITAL MANAGEMENT COMMITTEE. JUNIOR HOSPITAL MEDICAL 
ay bane (peyohietey) at for above Hospital (recognised 
= arene for tion for single 


pe apiy, gi ualifications, experience, and names of 3 
referees, to oe okicel Suterintendent’ immediately. 


Pe a ag ga AD a Sewell-road, Lincoin. 
(see Beds.) Appiosts invited for the aj pointment of 
ESIDENT HOUSE SURGEON (Male or Fem: This is an 
approved pre-registration post which mes a in Febru- 
, 1958. The duties are with a general surgeon. ae pont 
. be followed, if satisfactory, by cppeintanent for a her 

6 months as House Physician. 

Applications, with copy testimonials, should be sent to the 
Group Secretary, Lincoln County Hospital, as soon as possible. 
LINCOLN. HARMSTON HALL HOSPITAL. Junior 
HOSPITAL MEDICAL Roel dp 9 (resident) Ce uired for Pp 
of mental deficiency hospitals in Lincolnshire Beds). Salary 
scale £852 10s. G53-£11 2 10s., with natio eo and - 
— of service. Car req » "trave expenses acco 


Apeticntions, with full details of age, education, Yo mg 
— appointments with dates, ‘and 2 2 names for reference, to 
: sent to Group Secretary, Harmston Hall, Lincoln, within 10 
ays. 
ore HOSPITAL SCHOOL FOR EPILEPTIC 
CHILDRE lications are invited for the post of JUNIOR 
HOSPITAL ATEDICAL OFFICER at the above Hospital. 
Neurological or peediatric ———— desirable but not essential. 
S according to scale and house available at nominal rental 
aes married man. Superannuable -—- - $.8.U. 
ane, stating age, marital status, full particulars of 
quel cations and experience with names of 2 referees, to be sent 
to Medical Superintendent, Hospital School, Lingfield, Surrey. 
LLANELLY HOSPITAL,  Clanehty. {182 Beds.) Glastews 
HOSPITAL MANAGEMENT ap lications are 
for the resident post of HOUSE E OFFIC i” the Sunsical ait 
of the above Hospital. The post is for pre-registration 
joses. Immediate vacancy 

















- ONES, Group Secretary. 
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of the Hospital. 


purp 
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LLANELLY HOSPITAL, Lianelly. (162 Beds.) Gilantawe 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the resident post of HOUSE OFFICER in the Medical Unit 
of the above Hospital. The post is recognised for pre-registration 
purposes. Immediate vacancy. 

Applications, with full particulars, should be sent to the 
Secretary of the Hospital. T. E. Jones, Group Secretary. 
LLANELLY HOSPITAL, Lianelly, Carmarthenshire. (162 
Beds.) GLANTAWE HOSPITAL MANAGEMENT COMMITTEE. Applica- 
tions are invited from registered medical practitioners for the 
appointment of SENIOR HOUSE OFFICER in the Gynzco- 
logical Department, with duties in the E.N.T. and Ophthalmic 
Departments. 

Full particulars, stating age, qualifications and experience, 
shduld be addressed to the Hospital Secretary. 
MACCLESFIELD HOSPITAL (300 Beds.) 
invited for:— 

SENIOR HOUSE OFFICER in Medicine and Pre-registration 
HOUSE OFFICER in Medicine. Department has 62 acute beds. 
Excellent opportunities for gaining valuable experience. 

HOUSE OFFICER in Surgery. Pre-registration post. Acute 
Surgical Unit of 100 Beds. Recognised for F.R.C.S. purposes. 
Main casualty duties undertaken by Senior Resident Practitioner. 

SENIOR HOUSE OFFICER in Pathology, no previous experi- 
ence in the subject required. Post recognised for D.Path.; 
experience in all branches of the subject offered. 

Apply immediately for above posts to Group 
Macclesfield and District Hospital Management 
Willerby House, Cumberland-street, Macclesfield. at 
MAIDSTONE. WEST KENT GENERAL HOSPITAL. 
(141 Beds.) MID-KENT HOSPITAL MANAGEMENT COMMITTEE. 
pppuetiee are invited for the pre-registration post of HOUSE 
SURGEON. 6 months’ appointment. Post vacant immediately. 
Salary at the rate of £467 10s.-£577 10s. A deduction at the 
rate of £125 a ed is made for board and lodging, and other 
services provided. 

Applications should be forwarded, as soon as possible, to the 

Administrative Officer at the Hospital. 
MANCHESTER REGIONAL HOSPITAL BOARD. Salford 
HOSPITAL MANAGEMENT COMMITTEE. HOPE HOSPITAL, SALFORD, 6. 
ORTHOPADIC REGISTRAR required, 60 adult and children’s 
beds. Duties also at Salford Royal and Royal Manchester 
Children’s Hospitals. Post recognised for F.R.C.S., and there is 
also a share of emergency general surgery with 2 general surgical 
registrars. 

Applications to Group Secretary, 
Salford, 3, before Ist March, 1958. 
MEDWAY AND GRAVESEND HOSPITAL MANAGE- 
MENT COMMITTEE. Locum SURGICAL REGISTRAR required, 
to be based mainly at St. Bartholomew's Hospital, Rochester, 
for an indefinite period. Salary £19 5s. per week. 

Applications, with full details to Group Secretary, 20, Star 
Hill, Rochester, Kent. 

NEWBURY DISTRICT HOSPITAL, Newbury, Berkshire. 
(90 Beds.) READING AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited from registered medical 
ractitioners for the appointment of RESIDENT SENIOR 
IOUSE OFFICER (general surgery ); married quarters available. 

Write, stating age, qualifications with dates, nationality and 

present post, together with the names of 3 referees, to Group 
Secretary, Reading and District Hospital Management Com- 
mittee, 3, Craven-road, Reading. 
NEWCASTLE GENERAL HOSPITAL. (838 Beds.) New- 
CASTLE UPON TYNE HOSPITAL MANAGEMENT COMMITTEE. SENIOR 
HOUSE OFFICER (Accident and Admission Department). 
Post vacant April, 1958. 7 


Applications 


Secretary, 
Committee, 


Salford Royal Hospital, 


Recognised for F.R.C.S. 
Applications, with names and addresses of 2 referees, should 

be sent to the Secretary, Newcastle General Hospital, Westgate- 

road, Newcastle upon Tyne, 4, as soon as possible. 

NEWCASTLE GENERAL HOSPITAL. Newcastle upon 

TYNE HOSPITAL MANAGEMENT COMMITTEE. SENIOR HOUSE 

= (2), General Surgery. Resident posts. Vacant March, 
58 


Applications, together with names and addresses of 2 referees, 
should be sent to the Secretary, Newcastle General Hospital, 
Newcastle upon Tyne, 4 
NEWCASTLE REGIONAL HOSPITAL BOARD. Locum 
SURGICAL REGISTRAR (whole-time), South Shields Group of 
hospitals—Ingham Infirmary (158 Beds)—for approximately 
3 months from 15th March. Single accommodation available. 

Applications, with names and addresses of 3 referees, to Senior 
Administrative Medical Officer, Regional Hospital Board, Ben- 
field-road, Newcastle upon Tyne, 6, immediately. 
NEWCASTLE REGIONAL HOSPITAL BOARD. Special 
AREA FOR CUMBERLAND AND NORTH WESTMORLAND. EAST 
CUMBERLAND GROUP OF HOSPITALS. SURGICAL REGISTRAR 
(resident), whole-time, required for 1 year in the first instance, 
with the likelihood of extension. Main duties at the Cumberland 
Infirmary, Carlisle (332 Beds), where the Registrar will have 
duties in the Casualty Department and in the wards. The post is 
recognised under the F.R.C.S. regulations. House available for 
successful candidate, furnished or unfurnished. 

Applications, together with names and addresses of 1-3 
referees and/or 1-3 testimonials, to the Senior Administrative 
Medical Officer, 72, Warwick-road, Carlisle, within 14 days. 
NOTTINGHAM. THE HOGARTH RADIOTHERA- 
PEUTIC CENTRE, GENERAL HOSPITAL, NOTTINGHAM. SHEFFIELD 
REGIONAL HOSPITAL BOARD. Whole-time RESIDENT OR NON- 
RESIDENT SENIOR HOUSE OFFICER or REGISTRAR in 
Radiotherapy required. (Possession of a higher qualification in 
medicine or surgery or the D.M.R. (T) part I would qualify for 
appointment of Registrar.) Appointment for 1 year in first 
instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 3rd March, 1958, giving age, nation- 
ality, qualifications, present and previous appointments, with 
dates, naming 3 referees. 
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NOTTINGHAM CITY HOSPITAL. (811 Beds.) Appli- 
cations are invited for the post of RESIDENT ANASTH ETIST 
(Senior House Officer), vacant 6th April, 1958. The post is 
recognised for the D.A. and the F.F.A. R.C.S. and offers wide 
experience. This is a busy general hospital with Departments 
in General, Orthopedic, Gynecological, Thoracic and Plastic 
Surgery. 

Applications, stating age, nationality and ualifications, 
together with copies of not more than 3 testimonials, to be sent 
to the Hospital Secretary, City Hospital, Hucknall-road, 
Nottingham. — ‘i ~ 
NOTTINGHAM GENERAL HOSPITAL. Applications 
are invited for the post of SENIOR HOUSE OFFICER (casu- 
alty), duties to commence about 14th February. Establishment 

Recognised for F.R.C.S. Post offers wide experience of 
casualty work. 

Applications, geting age, nationality, qualifications and 
experience, together with copies of testimonials, to be sent to 
the Secretary, General Hospital, Nottingham. 
NOTTINGHAM. HIGHBURY HOSPITAL, Bulwell, 
NOTTINGHAM. Locum SENIOR HOUSE OFFICER (resident) 
required for obstetrical and medical duties for period 17th 
March-17th April, 1958. 

Apply, stating qualifications and experience, to the Hospital 
Secretary. ; iy - > é iis - 
NEWPORT, |.W. ST. MARY’S HOSPITAL. (350 Beds.) 
SENIOR HOUSE OFFICER required as Casualty Officer 
(recognised for F.R.C.S.) and as House Officer to Consultant 
Obstetrician and Gynecologist. Vacant April. Salary £819 10s. 
less residential charge. Modern flat available for married 
candidate. 

Applications, with names of 2 referees, to Hospital Secretary 
not later than Ist March. ot ae ee 
NORTHAMPTON. ST. CRISPIN HOSPITAL, Duston, 
NORTHAMPTONSHIRE. (1100 Beds.) SENIOR HOUSE OFFICER 
required. Salary according to national ale (£819 10s.). 
Accommodation is available at the Hospital. The Hospital is 
approved for training for the D.P.M. of the Conjoint Board and 
the post offers excellent opportunities for participation in 
inpatient and outpatient work, E.E.G. investigations and child 
psychiatry. There is a modern Admission Unit and an annual 
pany > rate of over 850 patients. Regular case conferences 
are held. 

Applications, giving full details, and names of 3 referees, to 

be } to the Physician-Superintendent at the Hospital within 
14 days. 
ORPINGTON HOSPITAL, Orpington, Kent. Resident 
SENIOR HOUSE PHYSICIAN (Male or Female) for Geriatric 
Department. Post offers good clinical experience and oppor- 
tunity for higher studies. Hospital may be visited by appoint- 
ment. 

Applications, with copies of 2 recent testimonials, to Surgeon- 
Superintendent. a a ers RAE <3 
OTLEY, YORKSHIRE. THE GENERAL HOSPITAL. (172 
Beds.) SENIOR HOUSE SURGEON (Senior House Officer 
grade) in General and Orthopedic Surgery (with secondary duties 
to other specialties) required to work under full Consultant staff 
who are members of the teaching staff of Leeds University. Post 
recognised under F.R.C.S. sepeienione. 

Applications, stating age, nationality, and experience, with 
names of 2 referees, to Group Secretary, The General Hospital, 


Otley. 

OXFORD. LITTLEMORE (MENTAL) HOSPITAL 
AND ASHHURST CLINIC. Applications are invited for the post of 
SENIOR HOUSE OFFICER. Previous experience as House 
Surgeon or Physician essential. Previous psychiatric experience 
unnecessary. The Physician appointed will work primarily in the 
insulin therapy clinic and with a Senior Consultant at outpatient 
clinics. There are ample facilities for postgraduate study in a 
teaching general hospital. Salary £819 10s. p.a. 

Apply Physician-Superintendent, Littlemore Hospital, near 
Oxford. 

OXFORD REGIONAL HOSPITAL BOARD. Whole-time 
REGISTRAR in Psychiatry to St. John’s Hospital, Stone, near 
Aylesbury (805 Beds). Single accommodation available. 
Appointment for 1 year, eligible for extension to a second year. 

Applications, obtainable from the Secretary, trars 
Committee, 43, Banbury-road, Oxford, should be returned by 
3rd March. _ o aes SLL 
PAISLEY. ROYAL ALEXANDRA INFIRMARY. Junior 
HOSPITAL MEDICAL OFFICER for general duties required 
immediately. 

Applications to Grou Medical Royal 
Alexandra Infirmary, Paisley. fe a ed oe ss Set 
PAISLEY. ROYAL ALEXANDRA INFIRMARY. House 
SURGEONS (pre-registration) required immediately. 

Applications to Group Medical Superintendent, Royal 


po RSL GAS ES eee ee 
PRESTON (near). WHITTINGHAM HOSPITAL MAN- 
AGEMENT COMMITTEE invites applications for the post of 
JUNIOR HOSPITAL MEDICAL OFFICER. All modern 
treatment is undertaken, including electro-encephalography for 
the area. Facilities will be given for study either for the D.P.M. 
at Manchester University or for the M.2.C.P. at a large general 
hospital a few miles away. The Hospital is well situated in a 
country district with easy access to Preston, Blackpool and 
Southport. Flat if required at rental of 17s. per week, partly 
furnished by arrangement if desired. a 

Applications to the Medical Superintendent, Whittingham 
Hospital, near Preston, Lancashire, to be received not later than 
24th February. Z i ts 5 tll ad : 
PLYMOUTH. SOUTH DEVON AND EAST CORN- 
WALL HOSPITAL, FREEDOM FIELDS. Central Casualty Department. 
RESIDENT SENIOR HOUSE OFFICER in Casualty vacancies, 
1 immediately, and Ist April, 1958. Recognised for the F.R.C.S. 

Applications, stating names of 3 referees, to be sent to the 
Group Secretary. 





Superintendent, 
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PLYMOUTH. THE SCOTT ISOLATION ny 
PLYMOUTH SPECIAL HOSPITAL MANAGEMENT COMMITTE pplica- 
tions are invited for the appointment of JUNIOR Hose! TAL 
MEDICAL OFFICER from registered medical practitioners 
who have held at least 1 Senior House Officer’s appointment. 
The applicant should be able to drive a car. The duties, in 2 
departments, will be chiefly in connection with infectious and 
venereal diseases, the former including a substantial proportion 
of cases in children. The appointment will be for 1 year in the 
first instance, and will then be subject to review at the end of this 
period. The post is non-resident, but the successful candidate 
will be required to live near the Hospital and be on the telephone. 

Applications, together with copies of 2 recent testimonials, 
should be sent to the Group Secretary, Plymouth Special Hos- 
»ital Management Committee, 8, Nelson-gardens, Stoke, 

>lymouth. ; 

PONTYPRIDD (near). EAST GLAMORGAN HOSPITAL, 
CHURCH VILLAGE. (336 Beds and large Outpatient Department— 
serving population of 174,000.) PONTYPRIDD AND RHONDDA 
HOSPITAL MANAGEMENT COMMITTEE. SENIOR HOUSE 
OFFICER (pathology). The post is to 30th September, 1958, in 
the first instance. Previous experience in pathology not essential. 
Emergency duties are shared with other residents. 

Applications, stating age, qualifications and experience, 
together with copies of 2 recent testimonials, to be sent to the 
Group Secretary, Courthouse-street, Pontypridd, as soon as 
possible. 

PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. 
(1) Saint Mary's Hospital 

HOUSE SURGEON (pre-registration). 

(2) Royal Portsmouth Hospital 

a SURGEON (pre-registration). 

58. 


Vacant now (2 posts). 
Vacant 14th March, 


Applications, stating age, experience and qualifications, 
together with the names of 2 referees, should be forwarded as 
soon as possible to E. H. Hurst. 

St. Mary’s Hospital, Milton-road, Portsmouth. cur 
READING. BATTLE HOSPITAL. (391 Beds.) Reading 
AND DISTRICT HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited from registered medical practitioners for the post of 
RESIDENT JUNIOR HOUSE SURGEON in the Accident and 
Orthopedic Department. F.R.C.S. recognised. Also casualty 


duties. 
Apply, stating age, qualifications with dates, nationality, 
present post, with copy of recent testimonial, to Secretary. 





READING. ROYAL BERKSHIRE HOSPITAL. (397 Bede.) 
READING AND DISTRICT HOSPITAL MANAGEMENT COMMITTE 
Applications are invited from reguneres and soeniaenain ly 
registe red medical practitioners for the resident post of HOUS 
SURGEON, vacant Ist March, 1958, and-tenable for 6. months. 

Write, stating age, qualifications with dates, nationality, 
present post, with copies of 2 recent testimonials, to Secretary. 
READING. ROYAL BERKSHIRE HOSPITAL. (397 Beds.) 
READING AND DISTRICT a MANAGEMENT COMMITTEE. 
Applications are invited from istered and briny 
registered medical practitioners for | the resident post of HOU SE 
PHYSICIAN in the Pediatric Department, vacant Ist March, 
1958, and tenable for 6 months. 

Write, stating age, qualifications with dates, nationality, present 
post, with copies of 2 recent testimonials, to Secretary. 


RICHMOND, SURREY. ROYAL HOSPITAL. (General 





hospital—121 Beds.) CASUALTY OFFICER required 18th 
March. Senior House Officer grade. Recognition for F.R.C.S. 
being sought. 

Apply, giving full particulars, including names of 2 referees, 

to Administrative Officer. 
ROCHESTER, KENT. ST. BARTHOLOMEW’S HOS- 
PITAL. Pa nd AND GRAVESEND HOSPITAL MANAGEMENT COMMIT- 
TEE. pplications are invited for the post of CASUALTY 
OFF 1c E X (Senior House Officer grade), 1 of 2 in the department, 
which is vacant now. Salary £819 10s. p.a.; post tenable for 6 
months or 1 year. 

Applications, stating age, nationality, qualifications and 
experience, with recent t testimonials, to Hospital Secretary. 
ROCHFORD, ESSEX. GENERAL HOSPITAL. (622 
Beds.) Applications are invited for the resident appointment of 
SENIOR HOUSE OFFICER (clinical pathology). Post tenable 
for 1 year and recognised for Diploma in Pathology. Previous 
experience in pathology not essential but applicants must have 
had good clinical experience. Post now vacant. 

Applications, with copies of 2 recent testimonials, to be sent 
to the Secretary »s soon as possible 
ROCHFORD, ESSEX. GENERAL HOSPITAL. (622 
Beds.) HOU SE OFFICER (obstetrics) required. Post vacant 
18th March, 1958. Recognised for D.Obst.R.C.0.G. The Hospital 
has 75 maternity beds, a gynecological ward of 25 beds and a 
premature baby unit of 8 cots. 

Sogetoan, stating age, &c., to the Secretary by 28th Febru- 
ary, 

ROMPORD ESSEX. OLDCHURCH HOSPITAL. (722 
Beds.) RESIDENT HOUSE SURGEON required immediately 
in the General Surgical Unit. Recognised for F.R.C.S. Open to 
either pre-registration applicants or to fully registered age 
tioners. This aa active Unit of a total of approximately 180 
Beds affords ample opportunities for candidates to obtain first- 


class tuition and experience. The candidates appointed will be 
attached to a unit of approximately 60 Be 

Applications should be forwarded to the Group Secretary, 
Romford Group Hospital Management Committee, Oldchurch 
Hospital, Romford. 
SHEFFIELD, 5. CITY GENERAL HOSPITAL. Locum 
SENIOR HOU SE_ OFFICER (orthopedics) required for the 
— up to 14th July, 1958. Rate of pay £15 19s. per week. 

pply, giving full details, to the Group Secretary, Sheffield 

te >. Fs am Management Committee, Nether Edge Hospital, 
Sheffie 3 





SHEFFIELD. cITy oenene> HOSPITAL. (658 Beds. 

Recognised for D.C.H.) FFIELD REGIONAL HOSPITAL BOARD. 

Whole a RESIDENT "REGISTRAR ee required 
nstance 


2ist A Appointment for 1 year in first 
Apply he Secretary, Sheffield Regional Hospital Board, Old 
relweon- road, Sheffield, by 3rd March, 1958, giving age, 


nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. Peer es Ne 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time NON-RESIDENT SENIOR REGISTRAR A gr st Ag 
required for duties at the Towers Hospital, Leicester, and C 
dren’s Psychiatric Clinics in Leicester and ed 
Possession of a higher qualification desirable. Appointment for 
1 year in first instance reviewable annually. 

Application form and further details from Senior Administra- 
tive Medical Officer, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield. Forms to be returned by 3rd March, 
SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
SENIOR HOUSE OFFICER in Psychiatry required to work 
under the Professor of Psychiatry in the newly established 
Psychiatric Department. 

Applications, stating age, qualifications and ex 
the names of 3 referees or copy testimonials, sho 





rience, with 
d be sent not 


later than 4th March, 1958, to the Superintendent, Royal 
Infirmary, Sheffield,6. 0° © diese £5, FE eae 
SCOTLAND. EASTERN REGIONAL HOSPITAL 


BOARD. Geriatrics. DUNDEE AND ANGUS AREA. Applications are 
invited for the post of SENIOR REGISTRAR in the Geriatric 
Service for Dundee and Angus. The post is based at Maryfield 
Hospital, Dundee, a general teaching hospital of 370 Beds 
associated with the University of St. Andrews. Salary and 
conditions of service in accordance with national agreement. 

Further particulars and forms of yous from the Secretary 
to the Board, 430, Blackness-road, Dundee, with whom applica- 
tions must be lodged not later than Ist March, 1958. 
SCOTLAND. EASTERN REGIONAL HOSPITAL BOARD. 
Psychiatry. PERTHSHIRE MENTAL HOSPITALS. Applications are 
invited for an appointment as REGISTRA a aa mee resident ) 
in Psychiatr | at the Perthshire Mental Hospitals—M Royal, 
Perth (260 Beds) and Murthly Hospital, Perthshire "46 Beds). 
House available. ee and conditions of service in accordance 
with national 

Forms of ap plicatic ~— mae further posennee ae may be had from 
the eswenney to the Board, 430, B Dundee, with 
whom applications must be lodged not later than | 8th March, 1958. 








SCOTLAND. SOUTH-EASTERN REGIONAL HOSPITAL 
BOARD. Locum SENIOR REGISTRAR in General Surgery, for 
6 months in the first instance, to the East Fife Group o hos- 
pitals, based on Kirkcaldy General Hospital. 

Apply, giving particulars of age, qualifications and previous 
experience, the names of 2 referees, to the Secretary, 11, 
Sree gardens. eaaburee. 3. 

EWSBURY. ROYAL SALOP INFIRMARY. Ortho- 
PACDIC/ ACCIDENT HOUSE SURGEON (Senior House Officer). 
Successful applicant will be allowed to attend for 2 days a month 
at the Robert Jones and Agnes Hunt Orthopedic Hospital, 
Oswestry, for postgraduate study, with the Consultant. Post 
recognised under revised Fellows ip <p in respect of 6 
months’ es required for the final Fellowship examination. 
Vacant Ist March, 1958 

Applications, with copy testimonials, to Group Secretary, 

Shrewsbury Hospital Group, Royal Salop Infirmary, Shrewsbury. 
SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
ANZS HETIC REGISTRAR, resident, required, with duties 
4 nyt. nT eo in the Group. Post recegnised for D.A. and 
Forms my * application from and returnable to Secretary, 
Windsor Hospital Management Committee, Alma-road, Windsor, 
by 8th March. 
SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
Locum SENIOR HOUSE OFFICER (casualty) required from 
3rd March, for about 4 weeks, working with Casualty Registrar 
in busy Casualty Department. 

_Applications, with names of 2 referees, to Secretary. 
SOUTHALL, MIDDLESEX. ST. BERNARD’S HOS- 
AL FOR NERVOUS AND MENTAL DISORDERS. SENIOR HOUSE 

FICER required for duty on or after Ist ~ amy 1958. Facilities 
a afforded Junior =— to become versed in all branches of 
psychiatry. N.H 

Applications, 

monials, should +3 to the Physician-t 
14 days of the appearance of this advertisement. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment as 
Whole-time REGISTRAR in Obstetrics and Gynecology to 
fill a vacancy in the approved trainee establishment at the 
Brighton and Lewes Group of hospitals. The appointment 
will be in accordance with the tome and conditions of service 
of hospital medical and dental staff (England and Wales) and 
will be for 1 year in the first instance. 

Aaeiinctioes, giving particulars of age, qualifications and 
experience with relevant dates, together with the names and 
addresses of 2 referees, to be “— to the Secretary, Registrars 
Committee, 11, Portland-place, W.1, not later then: 8th March, 
1958. 

SOUTHEND-ON-SEA. GENERAL HOSPITAL. (262 Beds.) 
Locum E.N.T. REGISTRAR or SENIOR HOUSE OFFICER 
(according to experience) required. Period 10th—31st March, 1958. 

Apply immediately to the Secretary. 

SOUTHAMPTON. OYAL SOUTH HANTS HOS- 
PITAL. (274 Beds.) RESIDENT HOUSE PHYSICIAN required. 
Pre-registration candidates e le 

Applications, with copies of testimonials, should be forwarded 
to Group Secretary, Southampton Group Hospital as 
Committee, Bullar-street, Southampton, as soon as possib 
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SOUTHAMPTON. ROYAL SOUTH HANTS HOS- WARRINGTON GENERAL HOSPITAL. (344 Beds.) 

PITAL. (274 Beds.) RESIDENT HOUSE SURGEON required. A Cn are invited for the post of SENIOR HOUSE 
Oo Post recognised for 


Pre- tration candidates eligible. 

Applications, with copies of recent testimonials; should be 
forwarded to ae Secretary, Southampton Group Hospital 
Management Committee, Bullar-street, Southampton. 


ICER (pediatrics), Male or Female. 
D.C.H. The post will become vacant in early March. Scale of 
salary £819 10s. p.a., less a deduction of £150 p.a. for residential 





ST. ALBANS CITY HOSPITAL. (384 Beds.) North West 
METROPOLITAN REGIONAL HOSPITAL BOARD. Whole-time GY NAl- 
COLOGICAL AND OBSTETRIC REGISTRAR required. 
Hospital may be visited by direct appointment. 

Application forms obtainable from and returnable to Secretary, 
Mid Herts Group Hospital) Management Committee, Bleak 
House, Catherine-street, St. Albans, Herts, by Ist March, 1958. 
8ST. ALBANS (near), HERTFORDSHIRE. SHENLEY 
HOSPITAL. (2356 Beds.) Applications are invited for the post of 
JUNIOR HOSPITAL ME it ‘AL OFFICER. Unfurnished house 
available. Post offers experience in all branches of ane amg 
including modern forms of treatment. Previous experience in 
psychiatry essential. The Hospital is 15 miles from London, and 
may be visited by oon. 

Application forms obtainable from and returnable to the Group 
Secretary by Ist March, 1958. 
ST. HELENS HOSPITAL. (196 Beds.) Applications are 
invited for the post of RESIDENT HOU Ske af, GEON, which 
is recognised for pre-registration service and for the F.R.C 
examinations. The appointment will be made in the ais 
House Officer grade in the case of a candidate who has already 
held 2 ws registration posts. 

Applications, stating age, date of qualification and experience, 
and giving 2 names for references, sho forwarded to 
N. RICHARDS, Group eaneteay, St. Helens and District Hospital 
Man ment Committee, iston Hospital, Prescot, Lancs, 
immediately. _ 
STOCKPORT INFIRMARY. (163 Beds.) Applications 
are invited for the post of HOUSE OFFICER (general surgery), 
which is approved for pre-registration purposes. Recognised 
for the F.R.C.S., vacant 7th April, 1958. 

Applications, with copies of 2 testimonials, to the Group 

Secretary, Stockport and Buxton Hospital Management Com- 
mittee, 598, Shaw-heath, Stockport. 
STOCKTON AND THORNABY HOSPITAL, Stockton- 
ON-TEES. (130 Beds.) TEES-SIDE HOSPITAL MANAGEMENT COM- 
MITTEE. Apereuene are invited for the appointment of Locum 
SENIOR USE OFF “4 ER (casualty) at the above Hospital, 
which post is now vacan 

Applications, with full” details, should be addressed to the 
Hospital Secretary as soon as possible. 

STOKE-ON-TRENT. CITY GENERAL HOSPITAL. 

HOUSE OFFICER (obstetrics and gynecology) required, 
vacant shortly. Pre-registration post. Recognised for M.R.C.O.G 
and D.Obst.R.C.0.G. 

_ Applications to Hospital Secretary as soon as possible. “ 

STOKE-ON-TRENT. CITY GENERAL HOSPITAL. 
SENIOR HOUSE iy ae (peediatrics) required. Post vacant 
Ist April. Recognised .H. 

Applications, with A testimonials, to the Secretary at the 
Hospital, as soon as possible. 

SUTTON AND CHEAM HOSPITAL,  Cotewold-road, 
SUTTON, SURREY. (146 Beds.) HOUSE SURGEON (pre-registra- 
tion or ‘tully registered). Post vacant now. 

Applications, stating age, experience and qualifications, with 

copies of recent testimonials and the names of 2 referees, should 
be sent to the Secretary at above address. 
SWINDON AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEE. A plications invited for the appointment of SENIOR 
HOUSE OFFICER as Casualty Officer and Orthopedic House 
Surgeon at Great Western Hospital, Swindon. Post recognised 
by R.C.S. for 6 months of year’s training under Fellowship 
regulations. Work of Accident and Orthopedic Department, 
associated with Nuffield Orthopedic Centre (Wingfield Morris 
Orthopeedic Hospital), Oxford, ray ~ a number of indus- 
trial injuries. Salary £819 10s. p.a., charge for residential 
emoluments. 

Full details and names of 3 referees to Secretary, 7, Okus-road, 
Swindon, Wiltshire, immediately. 
TAPLOW, near MAIDENHEAD. CANADIAN RED 
CROSS MEMORIAL HOSPITAL. HOUSE SURGEON required for 
post vacant 9th March. Pre- tration post. 

Applications, stating age, qualifications With dates, and copies 
of 2 testimonials, to Secretary. 

TAUNTON AND SOMERSET HOSPITAL. 
are invited for the post of HOUSE aay! gy (E.N.T.). 
registration appointment, recognised for F.R.C.S. and D.L.O 

Applications, stating , Sotlenaliie and Td ag to- 

ether with the names of 2 referees, should be forwarded to the 

roup Secretary, Taunton Hospital Man: ment Committee, 
a and Somerset Hospital, Musgrove Park Branch, Taun- 
ton, Somerset. 
TUN ty + WELLS (near). PEMBURY ee areal 
PEMBURY. moi invited for appointment &. SENIOR 
ORTHOPED USE SURGEO AND SUALTY 
OFFICER (Senior ae Officer grade) to begin antes as soon 
as possible. Recognised F.R.C.S. (Eng.) and tenable for 1 year. 
Work includes ——— of long and short stay cases and 
traumatic s A. h large Outpatient and Fracture Clinics 
under 2 Consu: 

Apply, stating. ue  ——_ and experience, together 

with 3 testimonia to Group Secretary, Sherwood Park, 
Pembury-road, Tunbridge Wells. 
WEST CUMBERLAND HOSPITAL MANAGEMENT 
COMMITTEE. JUNIOR HOSPITAL MEDICAL OFFICER in 
Anesthetics required for work throughout the West Cumberland 
Group but based on Whitehaven Hospital. Good experience 
essential, and pose ossession of the D.A. preferred. 

Apply with information as to qualifications and experience 
and giving the names of 2 referees, to the Group Secretary at 
Workington Infirmary. 
































Applications 
Post- 
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Applications to be forwarded to Henry L. Boot, Group 
Secretary, Warrington and District Hospital Management 
Committee, c/o General Hospital, Warrington, Lancs. 
WATFORD yt Migr em PEACE MEMORIAL 
HOSPITAL. (211 Beds.) Applications are invited for the post of 
HOUSE SURGEON at the above Hospital. This is a pre- 
registration post and is rec for F.R.C.S. Salary 
to the National Health Service scale. 

Applications, with copies of recent testimonials, to the 
Administrator. ~ si 
WELSH REGIONAL HOSPITAL BOARD. Registrar in 
Peediatrics, based Royal Gwent Hospital, Newport. Will also be 
required to visit neighbouring hospitals. Recognised D.C.H. 
Non-resident. Subject to review end of first year. 

Application forms from Senior Administrative Medical Officer, 
Temple of Peace, Cathays Park, Cardiff, within 14 days. 
WESTON-SUPER-MARE GENERAL HOSPITAL. (104 
Beds.) Applications are invited from duly qualified medical 
rs Ep for the pre-registration appointment (resident) of 

USE SURGEON. Immediate vacancy. 

Applications, stating age, qualifications, together with names 

and addresses of 2 referees, — be addressed to the > Sg tg camel 
Weston-super-Mare Hospital Management Committee 
WIGAN. ROYAL ALBERT EDWARD INFIRMARY. (200 
Beds.) SENIOR HOUSE OFFICER in Orthopedic Surgery. 

* wom to Secretary, Royal Albert Edward Infirmary, 
a 


WIGAN AND LEIGH HOSPITAL MANAGEMENT 
COMMITTEE. 
Royal Albert sewer Infirmary, Wigan 
HOUSE SURGEO 
Leigh infirmary, “Leigh 

HOUSE SURGE 

Pre-registration 

Applications, wit 
House, Wigan. 
WIGAN AND LETGH HOSPITAL MANAGEMENT 
COMMITTEE. ASTLEY HOSPITAL. SENIOR HOUSE OFFICER 
in medicine for duty in Medical Unit at Astley Hospital. 

Applications to Secretary, Wigan and Leigh Hospital 
Management Committee, Knowsley House, Wigan. 
WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. (327 Beds.) HOUSE PHYSICIAN (post-registration) to 
the Peediatric a. Vacant 18th March. Preference will 
be given to applicant wishing to 7k am in peediatrics. The 
Department is rec: ised for the y 

Applications, with copies of 2 testimonials, to the Group 


Secretary. a 
WINCHESTER. ROYAL HAMPSHIRE COUNTY H oe- 
PITAL. (327 Beds.) HOUSE SURGEON (post canal th 
Royal Col of Surgeons) —— for general —~ wit 


some E.N. duties. Approved pre-registration post 
28th February 


Applications, with copies of 2 testimonials, to Group Secretary. 
WOKING VICTORIA HOSPITAL, Woking, Surrey. 
(72 Beds.) SENIOR HOUSE OFFICER Pe registration 
appointment) required for medical, s ical and casualty duties. 

Apply, with 2 testimonials, to Hosp tal Secre’ 
WOLVERHAMPTON. THE ROYAL HOSPITAL. (An 
Associated Hospital of the Birmingham University Medical 
School.) SENIOR HOUSE OFFICER (general surgery). Post 


vacant immediately. 
Apply, giving age and qualifications, with copies of 2 testi- 


monials, to the Secretary. 
WOLVERHAMPTON. THE ROYAL HOSPITAL. (An 


Associated Hospital of the Birmingham University Medical 
School. ) HOUSE SURGEON (pre- he ion) required. 
Recognised for F.R.C.S. Post vacant immediate 

Apply, giving age and qualifications, with eupien of 2 testi- 


monials, to the Secretary. 
WOLVERHAMPTON. THE ROYAL HOSPITAL. (An 
am University Medical 


Associated Hospital of the Birmingh 
HOUSE OFFICER (pre- em yo on) E.N.T. Depart- 
for the D.L.O. and F.R.C.S. S$. examinations. 


age and qualifications, with copies of 2 testi- 
soetary. 


WORCES STER near): POWICK HOSPITAL. Locum 
SENIOR HOUSE OFFICER required for several months. 
Applications, with copies of testimonials, to Medical Super- 





acco 














ts. 
names of 2 referees, to Secretary, Knowsley 





























YORK. COUNTY, CITY, MILITARY (CIVILIAN WING) 
FULFORD HOSPITALS. (General hospital of 266, 256, 60 and 148 
Beds respectively with full Consultant staff.) SENIOR HOUSE 
OFFICER in max ® resident or non-resident, required. 
Post is d for F.F.A. R.C.S. and D.A Previovs experi- 
ence desirable, but not essential. 

Applications, stating age, nationality, qualifications, experience 
and names of 2 referees, to Group Secretary, York A and Tad- 
caster Hospital Meet Committee, Bootham Park, York 
YORK. ATERNITY Ey ae ~! Scuaed SPITALS. 
SENIOR HOUSE OFFICE n Obstetrics an 

quired from 31st March, 1958. Post is recognised for M. TRC O.G. G. 

Applications, stating age, qualifications, experience, na national- 
ity and names of 2 referees, to ames Secretary, York A and Tad- 
caster Hospital Management Committee, Bootham Park, York. 

NADA. ORIAL HOSPITAL, Westmount, 
MONTREAL. Graduates required as JUNIOR ROTATING 
INTERNES from June, 1958. Salary, $100 per month, with full 
board 


and | 
Apply Executive Director. 
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CANADA. THE ONTARIO CANCER INSTITUTE, 
500, Sherbourne-street, TORONTO, 5, CANADA. This new Institute 
and teaching Hospital of the University of Toronto seeks 
applications for the position of RESIDENT HOUSE STAFF 
for periods of not less than 6 months at a time. The appointment 
would suit those planning to settle in Canada and require time 
to work for the Dominion Council examinations. Alternatively, 
for those interested in radiotherapy and the investigation and 
management of cancer cases by means other than surgery, it 
would provide an excellent introduction. Stipend $200 (two 
hundred dollars) per month plus maintenance. 
Inquiries with references to the Director. 

SCHENECTADY, NEW YORK, U.S.A. 
HOSPITAL. Application letters are invited for HOUSE OFFICERS 
(rotating internship), 1 year beginning July or August, 1958. 
Internship training programme fully approved by American 
Medical Association. Salary $1800. Particulars on receipt of 
a oa ap letter. 

indly address M. B. RopNEY, M.D., Chairman, Medical Educa- 
tion Committee, St. Clare’s Hospital, Schenectady, New York, 
U.S.A. We welcome your questions. 
U.S.A. UNIVERSITY OF MINNESOTA MEDICAL 
RESIDENCIES at the above 





CENTER. ANESTHESIOLOGY 
Center. 2 or 3-year programme with clinical and didactic 


instruction in all phases of anzesthesia. Board approval. Positions 
starting every month. 

Address, F. H. VANBERGEN, M.D., University of Minnesota 
Medical Center, Minneapolis 14, Minnesota. 


DUBLIN. ROYAL VICTORIA EYE AND EAR HOS- 
PITAL, Adelaide-road. OPHTHALMIC HOUSE SURGEON 
required. Appointment for 1 year from Ist May, 1958. Salary 
£275 p.a., with free board, lodging, and laundry. Recognised for 
D.O. and D.O.M.S. 

Applications, with testimonials, to be forwarded to the 
Registrar before Ist March, 1958. 
NORTHERN IRELAND HOSPITALS AUTHORITY. 
Applications are invited for a whole-time post as REGISTRAR 
in Radiology at hospitals managed by the Belfast Hospital 
Management Committee. The terms and conditions will be in 
accordance with the application of the Spens report to Northern 
Ireland. 

me ome ge to be made on a form obtainable (with further 
particulars) from the Secretary, Northern Ireland Hospitals 
Authority, 44—46, Queen-street, Belfast, and to be returned not 
later than 8th March, 1958. 


Public Appointments 


LONDON COUNTY COUNCIL. Applications invited from 
medical practitioners practising in locality under National Health 
Service for appointment as VISITING MEDICAL OFFICER to 
hostel for 32 tuberculous men in Norwood, S.E.27. Remunera- 
tion £70 a year plus fees receivable from Executive Council in 
respect of residents and resident staff taken on National Health 
Service list. 

Particulars and application form from Medical Officer of Health 
(PH/D.1/252), County Hall, S.E.1. Closing date 17th March. 
LONDON COUNTY COUNCIL. Applications invited from 
medical practitioners practising in locality under National Health 
Service for appointment as VISITING MEDICAL OFFICER to 
Woolverstone Hall Boarding School, Ipswich, accommodating 
250 boys. Remuneration £150 a year, plus fees receivable from 
Exectuve Council in respect of boys and resident staff taken on 
National Health Service list. 

Particulars and application form from Medical Officer of 
Health (PH/D.1/231), County Hall, S.E.1. Closing date 10th 
March. 

MIDDLESEX COUNTY COUNCIL. County Health 
DEPARTMENT. ASSISTANT MEDICAL OFFICERS (whole- 
time) required initially in: (a) Area 7 (Ealing and Acton) ; 
(ob) Area 10 (Staines, Feltham, Twickenham and Sunbury) ; 
(c) Area 6 (Wembley and Willesden). Duties include supervision 
of health of mothers, young children and schoolchildren. Experi- 
ence in these branches of public health work an advantage. 
Pensionable. Salary £1050-£50 (3)-£55 (5)-£1475 p.a. Estab- 
lished, subject to medical assessment and prescribed conditions. 

Post _(a)—application forms from Joint Area Medical Officer 
Town Hall, Ealing, W.5, returnable by 5th March. Posts (b) 
and (c)—apply by 5th March stating age, qualifications and 
experience, with names and addresses of 2 referees, to : (b) Area 
Medical Officer, Elmfield House, High-street, Teddi on ; 
(c) Joint Area Medical Officer, 215, Chevening-road, Kilburn, 
N.W.6 (quote W.947TL). Canvassing disqualifies. 
MIDDLESEX COUNTY COUNCIL. Principal Medical 
OFFICER{[required for County Health Department. 




















Degree of 
diploma in State Medicine or Public Health and sound practica) 
acquaintance with public health administration, especially of 
local health authority and school health services required. 
Salary £1675-£50 (1)-£55 (7)-£2110 p.a. Established, pension- 
able, subject to medical assessment. Prescribed conditions. 
Whole-time duties, mainly administrative on central office staff, 
under supervision of County Medical Officer. 

A ply, with copies of up to 3 recent testimonials, to County 
Medical Officer, 3, 5, and 7, Old Queen-street, Westminster, 
8.W.1, by 12th March (quote W.956L). Canvassing disqualifies. 
COVENTRY CORPORATION require School Medical 
OFFICER AND ASSISTANT MEDICAL OFFICER OF 
HEALTH (joint post) for duties connected with medical 
inspection and clinic treatment of schoolchildren, maternity 
and child welfare work and such other duties as the Medical 
Officer of Health and Principal School Medical Officer may 
include from time to time. Qualifications/experience in ascertain- 
ment of handicapped pupils an advantage. Salary £1050-£1475. 
Commencing salary according to experience/qualifications. 
Removal loan available. 

Application forms, &c. from Medical Officer of Health, New 
Council Offices, Coventry, returnable without delay. 








CORNWALL. COUNTY OF CORNWALL. Applications 
are invited from registered medical practitioners holding the 
Diploma in Public Health or its equivalent, for the mixed 
appointment of MEDICAL OFFICER on the staff of the County 
Council and MEDICAL OFFICER OF HEALTH for the under- 
mentioned Area :— 
Area II: comprising Helston Borough ; 
Urban District ; Kerrier Rura) District. 
The salary for a mixed appointment will be on a scale of 
£1790 lls. 94.-£58 14s. 4d.-(3)-£36 13s. 4d. (1)-€2003 8s. 1d. 
which scale is in accordance with the formule of the Medical 
Whitley Council. The appointment is pensionable and the 
successful candidate will be required to pass a medical exam- 
ination. ‘ 
Further particulars may be obtained from the County Medical 
Officer, County Hall, Truro, to whom applications, together 
with 1 testimonial and the names of 2 persons to whom 
reference may be made, should be addressed, not later than 


8th March, 1958. 
E. T. VerGer, Clerk of the County Council. 
County Hall, Truro, 4th February, 1958. 


Camborne- Redruth 


KENT EDUCATION COMMITTEE require Administra- 
TIVE ASSISTANT COUNTY MEDICAL OFFICER. Salary in 
scale £1200-£50 (3)-£1350—£55 (5)-£1625. ‘Superannuable post. 
Duties will be partly administrative and partly clinical, concerned 
both with the School Health Service and the functions of the 
Health Committee. 

Applications, stating age, qualifications, experience, and the 
names of 2 referees as to professional ability and character, to the 
Principal School Medical Officer, County Hall, Maidstone, by 
8th March, 1958. 
LANCASHIRE COUNTY COUNCIL. Applications are 
invited from registered medical practitioners for appointment as 
ASSISTANT DIVISIONAL MEDICAL OFFICER in the Eccles 
(near Manchester) area. Possession of Diploma in Public Health 
desirable. Salary £1050 rising to £1475 p.a. Travelling and sub- 
sistence allowances where applicable. 

Application forms and further particulars from 
Medical Officer, Serial 694, East Cliff County Offices, F 
Application forms to be returned by 15th March, 1958. 


MIDDLESBROUGH EDUCATION COMMITTEE. Appli- 
cations are invited from registered medical practitioners for 
appointment as SCHOOL MEDICAL OFFICER and ASSIST- 
ANT MEDICAL OFFICER OF HEALTH. Salary £1050 p.a. by 
annual increments of £50 (3) by £55 to maximum of £1475. The 
main duties are in connection with the School Health Service, 
but the person appointed will require to be available for service 
in any. branch of the Council’s Health Service. The post is 
superannuable. 

Form of application and conditions from Director of Education, 
Education Offices, Woodland-road, Middlesbrough, to whom 
completed forms should be returned not later than Ist March, 
1958. 








County 
-reston. 





STOKE-ON-TRENT. CITY OF STOKE-ON-TRENT 
EDUCATION COMMITTEE. gees are invited from fully 
qualified and stered medical practitioners for the post of 
ASSISTANT SCHOOL MEDICAL OFFICER. Salary scale : 
£1050—-£50 (3)-€1200-£€55 (5)}-£1475 p.a. The duties will consist 
of routine medical inspections in schools and clinic work. 
The appointment is subject to the provisions of the National 
Health Service (superannuation) regulations and is terminable by 
1 month’s notice on either side. The successful candidate will be 
required to pass a medical examination. 

‘orm’ of application, which may be obtained from the Chief 
Education Other. Education Department, P.O. Box No. 23 
Town Hall, Hanley, Stoke-on-Trent, should be completed and 


returned as soon as possible. 
H. Dispen, Chief Education Officer. 


HER MAJESTY’S OVERSEAS CIVIL SERVICE. Trini- 
DAD. Applications invited from doctors with medical qualifica- 
tions registrable in the United Kingdom for the following posts :— 

PATHOLOGIST, Grade A, to work under Supervisor of 
Laboratories, undertake responsibility for all technical methods 
and processes in examination of specimens and patients in various 
pathological laboratories under Government control; act as 
Senior Pathologist in absence of Supervisor of Laboratories and in 
that capacity undertake administrative and financial responsi- 
bilities as required. Higher qualification in pathology desirable 
plus 5 years’ whole-time practice of pathology, and experience in 
morbid anatomy and morbid histology. Salary scale £1500— 
£1600 a year. Consulting practice permitted or allowance of £200 
a year paid in lieu. 

PAT OLOGIST, Grade B, to assist Senior Pathologist a. 
logical and bacteriological work including anatomy and post 
mortem. Qualification in pathology or bacteriology desirable, 
plus at least 3 years’ postgraduate experience. Salary scale £1400- 
£1500 a year. as 

ne 


r 

MEDICAL OFFICERS, Grade B (Institutions), for 
medical surgical and other duties of Hospital Medical Officer in 
any institution in the Colony. Higher qualification, or more than 
6 years’ approved post-registration experience required. Salary 
scale £1400-£1500 a year. 

MEDICAL OFFICERS, Grade C (Institutions), for general 
duties of a Resident Medical Officer in any medical institution in 
the Colony. Salary scale £950-£1350 a year. 

Appointment on permanent basis with pension (non-contribu- 
tory) or on short-term contract with gratuity (taxable) £25- 
£37 10s. a quarter; or from National Health Service with retention 
of superannuation rights up to 6 years plus gratuity (taxable) of 
20 %, of aggregate salary. Only permanent officers are members of 
Her Majesty’s Overseas Civil Service. Quarters if available at 
low rental or allowance in lieu. Free passages on appointment for 
officer and family not exceeding 5 persons in all. Leave passages 
on certain conditions up to 3 adult fares. Income-tax at local 
rates. Generous leave. Eductional facilities. x 

Application forms from Director of Recruitment, Colonial 
Office, London, 8.W.1 (quoting BCD.117/38/07). 
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SMETHWICK. COUNTY BOROUGH OF SMETHWICK. 
PUBLIC HEALTH DEPARTMENT. A petretions are invited from 
coumere red medical practitioners tor the of ASSISTANT 
MEDICAL ‘OFF ICER OF HEALTH AND BC HOOL MEDICAL 
OFFICER. The duties will consist of work in connection with 
the School Health Service—including the examination and 
ascertainment of handicapped pupils, and Child Welfare Clinics, 
and opportunities will be given for the successful a: pplicant to 
ain experience in s gyen elds of public or school health a 





ference will be given to candidates who are in Rosmsasion 
the Diploma in Public Health or the Diploma in Child Health. 
If the approval of the Ministry of Education for the purpose of 
the ascertainment of educationally subnormal c m has not 
previously been obtained, the successful applicant will be sent 
on the appropriate Course. The will be within the 
approved scale, £1050 p.a. rising by annual increments to a 
maximum of £1475 p.a. The post is superannuable and the 
successful candidate will be required to pass a medical examina- 
tion. The ap °? ointment will be subject to 2 months’ notice on 
either side. ousing accommodation may be available for the 
successful candidate. 
PO stating age, qunipgctions and experience, and 
Hn | the names and addresses of 2 persons to whom reference 
oe e made, should.reach the Medical Officer of Health, Council 
House, Smethwick, not later than 5th March, 1958. 
. L. Twycross, Town Clerk. 
_Council House, Smethwick. 
Medical Officer of Health required in 
Medical Department, Barbados. Duties include school health, 
public health education, maternal and child welfare clinics, 
Peberculoste and venereal disease clinics, control of quarantinable 
diseases, and cooperation with local government bodies in their 
health matters with special relation to sanitation and hygiene. 
aes must os = qualifications registrable in United 
dom and D.P. Experience in — health practice and 
a fication in tropical medicine and hygiene desirable but not 
essential. Officer liable to be attached or transferred to any 
Health Centre in er Appointment on rmanent basis, 
with pension (non-contributory) 1/600th of Baal ionable 
emoluments for each completed month of pensionable service, 
or ment for 3 years in first instance (in which case case poanene 
ations are slightly different). Salary scale £1400-£1600 
Furnished quarters provided at rental of £100 p.a. On appoint- 
ment, free Pay e provided for officer, wife and dependent 
children under 18 years up to total cost of £400. Leave passages 
four of for husband and wife after pr a, of minimum 
ur of 3¢ years. Income-tax at local rates. Climate healthy. 
and recreational amenities good. Educational facilities 
A 
Application forms from Director of Recruitment, Colonial 
Office, London, S.W.1 (quoting BCD.117/28/012). 4 ad 
GOVERNMENT OF KENYA. Medicai Officers with quali- 
fications registrable in United Kingdom required for general 
duties. Successful candidates may be posted to any station in 
Kenya. During earlier years of service an officer will be expec 
to carry out general medical and surgical duties including v: 
amount of public-health administration. In most stations, even if 
remote from the larger towns, it is possible to maintain interest in 
any particular branch of medicine or surgery, to which the officer 
is attracted. The work of every Medical Officer is based on a hos- 
ital which may vary in size and facilities from small district 
ospital, meeting needs of comparatively primitive community, 
to e and modern provincial hospi 1 vacancy is for a 











GOVERNMENT OF NORTHERN RHODESIA. Medical 
innings required for Pneumoconiosis Medical and Research 
Bureau. Duties include clinical and radiological examination of 
miners (European and can). Officer will be stationed at Kitwe 
and will work under supervision of Chairman (a medical special- 
= of the Bureau. Kitwe is a town of considerable size with 
able climate and many — amenities. Post offers excellen nt 
opportunity for experience in diseases of chest and research in 
pneumoconiosis. Appointment on permanent basis with ey 
or short-term contract with gratuity (taxable). Candida 
National Health Service vm retain superannuation rights (up to 
6 years) and receive gratuity (taxable) of 20% of ate of 
salary at end of e ment. Salary scale £1245-£2030 a a@ year, 
start: salary depending upon age and experience. Pension for 
permanent es at rate of 1/600th of final pensionable 
cpalumente ‘or each completed month of service. ratuity for 
contract appointment £37 10s. for each com — 3 months of 
service. Free passages provided in both i ons for. officer and 
wife, and assisted passages for Se Housing available and 
married candidates may take fam) 1 = 6 Candidates (Male sely) 
should be aged 25-35, possess medical qualifications registrable 
—— ~- ammaae and have had at least 12 months’ postgraduate 


experien 
Sphoation forms irector of Recruitment, Colonial 
Office, London, S.W.1 we BCD.117/3/02). 





For an Executive Council post (England and Wales) apply - a E.C.16a 
obtainable from the council. Mark envelope ‘* Vacanc, 


COUNTY BOROUGH OF CARDIFF. ee ren invited 
for VACANCY (een) Bat mys district) due to death. 
List ae 12 ==" -handed practice). Existing 
surgery available for eek dical practitioners already in 
Health Service practice invited to Spry: Apply on Form 
E.C.16a not later than Ist March, 195 J. GRIFFITHS, 
Cle’ Executive Council, 32, Cathedrals road, C 
UPPERMILL, YORKSHIRE. Applications are invited 
for a further VACANCY at Uppermill (in. the Saddleworth 
Urban District)—list at present 1467. Residential and L o—eny 
accommodation held by present practitioner on rental 

not known whether it will be available on —— or yt sale to 
su li Further partic uns & ja dy 
Successful applicant will be req ulved to take over on t e 5th July, 
hens Apply on Fi on Form E.C. 164 to the undersigned, from whom 
Fo ae -_ — may be o ptatees ,» not later than the 7th 
arc 5 


H. STABLER, A.C.L8 
Clerk, Weet ‘Riding Executive Council. 
5, St. John’s North, Wakefield. 

Hospital Services: Non-Medical Appointments 
BISHOP’S STORTFORD, HERTFORDSHIRE. HERTS 
AND ESSEX GENERAL HOSPITAL. SENIOR TECHNICIAN e 
1) required for Area Laborato’ = above Hospital. Experience 
in biochemistry an advantage t. h not essential. S £620 
p.a. rising to £760 p.a. in Praca ance with Whitley Council 


les. 
Applications to Hospital Secretary, together with names of 


2 referees. 
Miscellaneous 








. 




















Casualty Officer at King a VI Hospital, Nairobi. Candidate 
with bias for surgery requi Appointments can be made on 
permanent basis with pension (non-contributory), or on short- 
term contract with gratuity (taxable) payable on satisfactory 
completion of service. Salary ranges from £1284 to £2115 a year, 
starting-point determined by experience. 4 extra increments 

ven to successful candidates possessing the F.R.C.S., M.R.C.P., 

.P.H., or other approved higher qualifications. Permanent 
Medical Officers become members of Her Majesty’s Overseas Civil 
Service and are eligible to be considered at any time for promo- 
tion to super-scale posts in Kenya and other territories in medical 
administration or, if they possess higher qualification and suitable 
experience, in specialist posts. Quarters when available at rental 
varying from £30 to £78 a year according to size and type, and 
furniture at rate varying from £15 to £36 a year. yt a in 
both directions for officer and wife and up to cost of 1 adul 
for children. Taxation at local rates. Annual local leave permis- 
sible and generous home leave granted after each tour of from 24 
to 45 months. Educational facilities available. 

Application forms from Director of Recruitment, Colonial 
Office, Great Smith-street, London, S.W.1 (quoting BCD.117/7/02). 
WEST AFRICAN COCOA RESEARCH INSTITUTE. 
MEDICAL OFFICER required to take medical care of large 
interterritorial cocoa research station of about 700 population at 
Tafo in Ghana and supervise general sanitation and health 
measures in station. Well-equipped — gy! but no hospital 
accommodation. Experience in general and tropical medicine 
and public health desirable. Appointment on contract for 
tours of duty from 12 to 18 months each in first instance oe 
a! on satisfactory completion of service. Salary scale 

1380-£2080 a year. Gratuity (taxable) at rate of £12 10s. for 
each completed month of service. Candidate from National 
Health Service may retain ~~ oY -— up to maximum 
stay of 6 years. Salary in this case o— 21135-21670 a 
year and gratuity (taxable) of 20% of aggregate of salary. 
Starting point in both scales determined by qualifications and 
experience. Education allowance of £100 a year for each y~ 
under age of 18 (up to maximum of 3 children) attending full 
time education outside West Africa. Private practice permitted. 
Quarters at low rental, and free medical attention for officer 
and family. Income-tax at local rates; generous home leave. 
Free passages for officer, wife and up to 3 children under 18 years 


Colonial 





of age. 
Application forms from Director of Recruitment, 
Office, London, 8.W.1 (quoting BCD.197/200/015). 








Assistantship with view required in rural district by 
Cambri graduate, M.B., B.Chir., aged 28, married, C.E. 
H.S., H. and obstetric appointments. Car owner.—Address 
No. 375, THE LANCET Office, 7, Adam-street, Adelphi, London, 
w 








ergy “wanted with view to — 
partnership. Salary 00 first year or mutually agree 
alternative.—Send particulars “4 371, THE 
LANCET Office, 7, Adam-street, Adelphi, London, W.C.2. 


The Michelin Tyre Co. Ltd. is to copies an Cg 

Medical Officer of the standard defined in the B.M.A. Note 

** Remuneration and Terms of Service for Industrial 
| 


Canada. 





Medical Officers ”’ 

This is a new appointment, and will carry responsibility 
| for the usual Senetions of an Industrial Medical Re 
plus pane gory A for developing and enl xisting 
services ~ f the introduction of new services w are they 

uire 
a should be made direct to Mr. H. A. DILLEY, 
Michelin Tyre Co. Ltd., Stoke-on-Trent, Staffs, quoting 
this advertisement. 


Doctors requiring applications, “theses copied: Write to 
MANTON (WESTMINSTER) ng ., 98, Victoria-street, S.W.1 
(VIC. 0141), who are speci: Yo 
“ Pregnancy Diagnosis by ie “Xenopus Method,” 24-hour 
service. Send specimens of urine and £2 2s. fee. Hematology, 
Biochemistry, Flame Photometry.—WELBECK BIOLOGICAL 
LABORATORIES, 26, Park-crescent, Portland-plave, W.1 
(MUSeum 5386-7). te 
Expert medico-legal photoare phic servis. Accident, 
injury, claims. Any location.—Address, No. 370, THE LANCET 
Office, 7, Adam-street, Adelphi, London, W.C.2, or PEGGY 
Deuivs, WEL. 7788. a: 
Wanted to purchase secondhand. “ The Operative Treat- 
ment of Fractures,” by Sir W. Arbuthnot Lane; also “ Théorie 
et Pratique de Vosteosynthese,” by R. Danis. Address No. 374, 
THE LANCET Office, 7, Adam-street, Adelphi, London, W.C.2. 
Se aes Lancet, Vol. 1, 1915; Vols. | and II, Pag md 
Vol. I, 1919.—Replies stating condition and price to Ad 
No. 373, THE LANCET Office, 7, Adam-street, Adelphi, London, 
W.C.2. 
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One drop spreads multiple benefits 


| 
j 


aid 


INFLAMMATION WITH INFECTION DEMANDS 


WHEN A SKIN LOTION IS PREFERRED 


Prednisolone, when applied to skin lesions, exerts anti-inflammatory, anti- 
allergic and anti-pruritic actions similar to hydrocortisone—but concen- 
trations only one-fifth to one-half that of the parent steroid are required. 
‘Hydeltracin’ Topical Lotion contains 0.5 per cent of prednisolone together 
with 0.5 per cent of neomycin sulphate. The inclusion of neomycin ensures 
effective attack on most pathogenic organisms commonly found in skin 
lesions, and is necessary when prednisolone is used locally in the presence of 
infection. ‘Hydeltracin’ is indicated in skin lesions characterised by inflam- 
mation, with or without infection, such as: seborrhoeic dermatitis, contact 
dermatitis, adult eczema, infantile eczema, pruritus with lichenification, 
otitis externa, intertrigo. 


NEW Topical Lotion—Prednisolone with Neomycin 


How supplied: ‘Hydeltracin’ Topical Lotion is formulated in an elegant, non-greasy base, 
and packed in plastic squeeze-bottles containing 15 ml. 


&D MERCK SHARP & DOHME LIMITED, HODDESDON, HERTS. 





‘HYDELTRAGIN’ 


— 
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LACHRYMATION 














